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Relieves Nasal Congestion 


Sprayed, swabbed or dropped in the nose, 
Abbott’s (Swan-Myers) Ephedrine Inhalant 
1% (No.66) quickly relieves the nasal conges- 
tion of colds. A special dye, developed in the 
Abbott research laboratories, is added to 
protect the Ephedrine Alkaloid against the 
decomposition caused by light and thus 
maintain full effectiveness for the Inhalant. 
By specifying “Abbott” on Inhalant pre- 
scriptions, you can be certain that all of 


your patients always receive a product that 


fully meets the Council on Pharmacy and 
Chemistry standards for alkaloidal content 
and efficacy—a product rigidly standardized 
in appearance—merchandised and sold in a 
strictly ethical manner. Supplied in 1-0z., 
4-o0z. and 1-pt. bottles. Also Abbott (Swan- 


Myers) Ephedrine Inhalant Atomizer Outfits. 


ABBOTT 


SWAN-MYERS) 
EPHEDRINE INHALANT (No. 66) 


* The U.S. Public Health Service reports that 8 out of 
every 10 people suffer from colds each fall and winter 
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EDITORIAL 


Maimonides 


ROM ancient times until relatively recent 

years, the priest and physician were one 
and the same, and, since man is an inextric- 
able mixture of body and soul, there are 
sound reasons why such a combination of 
functions should be particularly efficient in 
the curing or ameliorating of disease. Promi- 
nent among such, toward the end of the Mid- 
dle Ages, was Moses Maimonides, the Hispano- 
Jewish physician, philosopher and theologian, 
known in Arabic as Abu’l Imran Musa ibn 
Maimun ibn ’Abdallah al-Qurtubi al-Israili, 

When the decay of learning in Europe be- 
gan, after the fall of the Holy Roman Empire, 
the ancient traditions and landmarks of medi- 
cine were preserved from destruction by the 
Arabians, and the center of medical culture 
came under Mohammedan control. 

When the Moors invaded Spain, they 
brought with them a number of Jewish schol- 
ars, who had more or less definitely embraced 
Islam (at least nominally and outwardly), 
and some of whom gave assistance in the 
founding of the great university of Cordova, 
which, for a couple of centuries, was the 
center of European culture. In this city were 
born (first century A.D.) the Roman philoso- 
pher Seneca and his nephew, Lucan, the poet; 
Avenzoar and Averroés, the famous Arabian 
physicians; and, in March, 1135 A.D.— 800 
years ago—Moses Maimonides, the descendant 
of a long line of scholars. 

The boy was brought up in the family 
tradition, being given all the educational ad- 
vantages of his native city for the acquire- 


ment of a liberal education, which then in- 
cluded, besides his racial theology, history 
and learning, the study of medicine, logic, 
natural sciences, mathematics and meta- 
physics. 

While he was still quite young, the Mos- 
lems in Africa and Spain developed a wave 
of religious fervor and began insisting that 
all people in their territories embrace Islam. 
But the father of Maimonides, who was a 
rabbi, preferred to leave Spain and take a 
chance in Africa, where his religious affilia- 
tions were less well known. Accordingly, in 
1160, after a number of years of wandering, 
he settled in Fez, the university town of 
Morocco, with his two sons, Moses and David, 
and a daughter. Shortly after this the father 
and brother died and Moses found himself in 
a position where he must earn a living for 
himself. His rabbinical training was of little 
practical value to him in a country where his 
religion was a crime, so he turned to his 
medical knowledge, which had been gained 
under excellent teachers, as a means of liveli- 
hood. 

At first, of course, he was unknown as a 
physician; but he practiced medicine with 
religious fervor, as if it were a holy calling 
(as, indeed, it is), and this enthusiasm, 
coupled with his knowledge and common 
sense, caused his reputation to spread and 
grow. 

Not many years after the great Moslem 
hero, Saladin, became Caliph and supreme 
ruler of all the Mohammedan world and es- 
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tablished his capital at Cairo, his Vizir, Khadi 
Alfadhel, selected Maimonides as one of his 
physicians, with a substantial salary and a 
position of honor in the community (this was 
about 1185). Later he served as physician to 
Saladin himself, and also to his son. There is 
even a legend that Richard I, of England (the 
Lion-Hearted), after he had failed to recap- 
ture Jerusalem from the Saracens (about 
1190), heard such tales of the skill of Maimo- 
nides that he offered him the position as his 
court and private physician, which offer was 
declined. 

By 1199, Maimonides was the most sought- 
after physician in all Africa. He was the 
favorite of royalty and the idol of the com- 
mon people. So many were the calls upon 
his time and energy and so deep his reverence 
for the sacredness of his profession, that he 
wore himself out in service and passed to 
his well-earned rest in 1205, at the age of 
seventy years. He was buried at Tiberias, in 
Palestine, and the whole Moslem world 
mourned. 

Maimonides was one of the pioneers of 
preventive medicine. He wrote, “The purpose 
of medicine is to teach humanity the causes 
of ill health, the correct methods of dieting, 
the ways for making the body capable of 
useful labor, how to prolong life and how to 
avoid disease.” We can scarcely improve 
upon that, even today. 

He was a prolific writer (chiefly in Arabic, 
though most of his works were translated into 
Hebrew), not only upon medical subjects, but 
also in religious, scientific and philosophical 
fields. His was a creative mind of the first 
rank. His most popular medical work was 
the “Aphorisms” (1190), in which he classified 
the teachings of Galen and made comments 
upon them out of his own wide and well-di- 
gested experience, always recommending sim- 
ple medicines and condemning polypharmacy. 
Next came his four books on diet and per- 
sonal hygiene (1198). His work on poisons 
and their antidotes (1199) was translated into 
many languages and was in wide use as late 
as the fourteenth century. He also wrote one 
of the earliest books on the hygiene of sexual 
intercourse, upon which he was regarded as 
an authority. 

There are few medical men today who can 
not learn valuable lessons from the life of 
this earnest, scholarly and devoted physician 
of eight centuries ago. 

—_———e—_——_—_—_ 


Time and change are friends of the good man; only 
the evil doer or the voluntary fool has cause to fear 
the future —Ernest Woop. 
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The Matter and the Spirit 


- order to compile an extensive and highly 

diversified list of opinions as to what is the 
matter with the world today, it is necessary 
merely to sit down for an hour or two with a 
dozen newspapers and magazines, which will 
inform the reader that the matter is Com- 
munism or Fascism or international bankers 
or alphabetical subversion of the people’s 
liberties, or wasteful and profligate govern- 
ment spending or the “idle rich” (if there 
are still any such) or whatever one wants to 
believe. 

When one follows out any or all of these 
suggestions, one soon discovers that what is 
the matter is really the spirit of mankind in 
general. The trouble lies in the fact that so 
few have yet grasped the incontrovertible 
truth that, since we are all members of the 
human family and of some nation and com- 
munity, no man can inflict injury or injustice 
upon another, as an individual, without in- 
flicting an equal injury upon himself, as a 
member of the race and the national and 
local group of which he is a member; for he 
who holds back the progress and prosperity 
of the social organisms of which he is an 
integral part, thwarts his own progress and 
success to exactly the same degree. 

What are crime, political corruption or 
racial or national banditry but various mani- 
festations of short-sighted selfishness? What 
are the difficulties of the medical profession, 
today, but the results of an ostrich-like ina- 
bility to perceive that the only hope of a 
sound and satisfactory solution lies in coop- 
eration toward a sound and satisfactory pur- 
pose, laying aside, not.the individual handling 
of patients, but the wrong-headed “individ- 
ualism” which fears that someone will get 
more than we will out of any new plan which 
may be devised for the care of the sick? 

The coming season is a peculiarly auspi- 
cious one for taking stock of our present 
material and spiritual status and making up 
our minds that the years immediately ahead 
(which are bound to be difficult and tempes- 
fuous, at best) can be endured with reason- 
able fortitude and integrity only if we lay 
aside our narrowly selfish aims and purposes 
and begin the practice of that larger and 
more enlightened selfishness (if one pleases 
so to call it), which sees, in the upliftment 
of the community, the nation and the race, 
the only hope for the reliable and enduring 
progress of the individual. 

With wars and rumors of wars clanging 
about our ears, we can gain an hour’s respite 
from turmoil and a moment’s vision of the 
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only signboard which points the way out of 
the chaos in which we are bogged, by listen- 
ing, with the inner ear, to the teachings of 
Him whose traditional birthday we are about 
to celebrate. 

That way lies, not in treaties, nor prohibi- 
tive laws, nor schemes of taxation, nor doles, 
nor in any other material schemes, but in a 
change in the spirit which motivates us; a 
redirection of our wills; the substitution of 
love for hate and selfishness. 

So, at this Christmas season, while making 
ourselves as merry as possible, by contribut- 
ing to the happiness of others, let us do some 
deep and sober and action-inspiring ponder- 
ing over the thoroughly prophetic words of 
the angels who heralded the birth of the 
Master: “Peace on earth to men of good will.” 


o—————"— 


The object of philosophy is to put an end to pain, 
and that is not true wisdom which does not conduce 
to the finding of peace.—Anniz Besant. 


ae 


Curiosity 
Tamer is a time-worn adage to the effect 
that “curiosity killed a cat.” 

However potentially dangerous this faculty 
or outlook on life may be to the higher mem- 
bers of the animal kingdom which share it 
with the race of men, it is certain that all 
the progress, which we speak of proudly (but 
perhaps inaccurately) as civilization, has de- 
pended upon curiosity for its impetus. 

Vesalius was curious about how the human 
body is actually put together, so he took one 
apart and founded the science of anatomy; 
Columbus was curious about a western route 
to India, and in looking for it found some- 
thing that he didn’t expect; Pasteur was curi- 
ous as to why certain wines went sour, and 
in searching for the cause gave birth to the 
science of bacteriology. Any thoughtful per- 
son can continue this list almost indefinitely. 

There are some, especially among our 
younger citizens, who have the impression 
that it is “smart” to be blasé and world-weary 
and interested in nothing. That is a sopho- 
moric attitude which will lead to naught but 
emotional impotence and intellectual decay. 

There are even physicians (and not always 
the younger ones either), who are so afraid 
of “exposing their ignorance” that they re- 
frain from asking pertinent questions, which 
might put them in possession of important 
and valuable knowledge. It is men of this 
type who are apt to have so little curiosity 
about what ails their patients, that they never 
make a thorough examination in order to 
find out. 


HAILE SELASSIE'S ALLIES 
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Those who feel that we have reached the 
limit of human knowledge and that nothing 
is left for the pioneer and the discoverer, are 
liable to miss the greatest opportunities which 
life will offer them, because the most valu- 
able items on the balance sheet of the world 
are the things we do not yet know, as a 
nation and as a race. 

But even in the affairs of daily life, the 
facts and reasonings with which we are, in- 
dividually, unfamiliar loom so much larger 
than the things we know or assume to know 
that the field for the operation of curiosity is 
almost limitless. 

Let us lay aside our foolish and childish 
pretensions to wisdom, and set about to de- 
velop and use daily that divine faculty of 
inquisitiveness which, if kept in continuous 
operation, may be the means of putting us in 
possession of an astonishing fund of prac- 
tically useful knowledge; for when this faculty 
becomes atrophied or paralyzed, the man or 
the nation that suffers such a disaster has 
reached the end of progress, material, intel- 
lectual and spiritual. 


eo 


Seek ability rather than opportunities. Opportunities 
will come soon enough to the man of genuine ability. 
—Ernest Woop. 


e--———_- - 


Allies of King Haile Selassie 

y= is always a good deal of doubt, in 

the minds of thinking people, whether the 
accounts of any foreign happenings (and 
many of those at home), which we read in 
the newspapers, are at all to be relied on. 

The dispatches suggest that the “armed and 
militant peace” which Italy is conferring on 
the Ethiopians is about as one-sided a contest 
as would be a pugilistic encounter between 
the President of the United States and Joe 
Louis. It is, however, generally overlooked 
by the news hounds that the King of Kings 
has humble but highly efficient allies, which 
may well make the conquest of his country 
by the descendants of the Caesars, when, as 
and if it transpires, a pyrrhic victory. 

Among these doughty warriors are divi- 
sions of Amebae; brigades of Teniae; regi- 
ments of Plasmodia; battalions of Uncinariae; 
companies of Bilharziae; and uncounted pla- 
toons and squads of variously assorted Bacilli, 
Micrococci, Treponemes, et id genus omne. 
These will be carrying the war into the 
enemy’s country long after the military activi- 
ties (whatever the outcome) have ceased, 
even if the swarthy warriors of the Negus 
never fire a shot. 
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The natives of that insalubrious land, with 
few or no well-equipped physicians to salvage 
the weaklings, have lived so in intimate con- 
tact with malignant forms of ophthalmia, 
malaria, syphilis, bilharziosis and a score of 
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vegetables as they could not use in the fresh 
state, in order that they may have food for 
the lean months, for their own use and in 
order that they may share with others. 

The fortunate ones of the earth, who have 


other tropical diseases, 
to say nothing of hook- 
worm, tapeworm and 
other infestations, that 
those who have survived 
have acquired a high de- 
gree of immunity; but 
when these disastrous 
animals and vegetables 
get to work on the fresh 
and succulent Italians, 
the results will be some- 
thing to read about for 
years. One such “vic- 
tory” may well be the 
ruin of the cohorts of 
Il Duce. 


All of which goes to 
show (perhaps) that 
there is more to any 
type of human activity 
than meets the eye at 
first glance; and that no- 
body, in relatively mod- 
ern days (and probably 
at no other time), has 
ever unqualifiedly won 
a war, because in such 
a game the cards are 
stacked against both or 
all players. The only 
way to win is to keep 
out; and in these bar- 
barous times, the only 
way to keep out is to 
have such strong de- 


fenses that no one will dare attack. 


NEXT MONTH 


“Progress in Spinal Anesthesia: 
The Relief of Pain by Subarach- 
noid Injections of Alcohol.” By 
E. L. Stern, M.D., Columbia Uni- 
versity, New York City. 

“Progress in Preventive Medi- 
cine.” By Col. George A. Skin- 
ner, M.C., U.S.A. (Ret.), Univer- 
sity of Nebraska, Omaha, Neb. 

“Progress in Mental Hygiene.” 
By Frederick L. Patry, M.D., Uni- 
versity of the State of New York, 
Albany, N. Y. 

“The Present Status of the Am- 
bulant Treatment of Hernia.” By 
Paul Levi, M.D., Gowanda, N. Y. 

“Progress in Immunology: Te- 
tanus Toxoid.” By Drs. D. H. 
aay and S. Etris, Philadelphia, 

a. 


“Notes from the International 
Postgraduate Medical Assembly.” 
Reported by George B. Lake, 
M.D., Waukegan, Ill. 


And several others. 
COMING SOON 


“Relapses in Drug Addiction.” 
By Ivan Ostromislensky, Ph.D., 
M.D., New York City. 


“Nascent Endocrine Therapy in 
Circulatory Disorders.” By J. F. 
Ritter, M-D., Maquoketa, Ia. 


had a rich abundance of 
experience and joy, have 
preserved it (“canned” 
it, if one please), for 
their own delectation in 
their later years, which 
are apt to be somewhat 
void of the more color- 
ful emotional reactions; 
or, with a thought to 
others who were coming 
after, have made the 
nourishing and delight- 
ful fruits of their riper 
years imperishable, 
through the medium of 
the written word. 

Few of us live so freely 
and fully that our lives 
cannot be enriched and 
beautified by the vicari- 
ous participation in the 
joys and experiences of 
those. who have lived 
more abundantly than 
we have; therefore (if 
we are wise) we turn 
frequently to the shelves 
of that pantry of the 
mind, which we call the 
library, and refresh our- 
selves with the good 
things which have been 
put there for us by those 
who have gone before 
or by our more fortu- 


—$——- g——__. 


Canned Experience and Joy 


T# thrifty people who have farms or gar- 
dens have, for the past couple of months, 
been canning and preserving such fruits and 


nate contemporaries. 

The earlier in life one acquires the library 
habit, the more satisfactorily one will live 
and the more certain one will be that the 
years of senectitude will be full of the joy 


of living in the well furnished chambers of 
the mind. 
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Antipneumococcus Serum: 


lts Preparation 


and Therapeutic Use* 


By David H. Bergey, M.D., and Claude P. Brown, M.D., 
Philadelphia, Pa. 


T= pneumococci used in immunizing 
horses are selected on the basis of their 
ability to kill mice on intraperitoneal injec- 
tion. Virulent cultures induce a more highly 
specific antibody formation in the horse than 
do slightly virulent or avirulent strains. After 
the pneumococci have been grown in broth 
medium, the culture is centrifuged, to sep- 
arate the organisms from the toxic supernat- 
ant portion of the centrifuged culture. 


In the immunization of horses for the pro- 
duction of antipneumococcus serum, typical, 
virulent strains of Types I, II and III pneu- 
mococci are used. The horses receive sep- 
arate injections of one of the types of pneu- 
mococcus, later are treated with another type, 
and finally the third type of pneumococcus 
is injected. Under this method of immuni- 
zation, the horse develops antibody for each 
of the three types. The quantity of antibody 
formed is greatest for Type I, less for Type 
II and least for Type III. 

When it is realized that there are at least 
thirty-two distinct types of pneumococci 
known, it is apparent that a polyvalent serum, 
prepared by immunization of horses with 
thirty-two types of pneumococcus, could not 
have a highly specific effect in the treatment 
of pneumonia caused by any one of the types. 
Monovalent, bivalent and trivalent serums 
can be prepared, though with increase in the 
number of types the specificity decreases. 

Horses receive, at first, intravenous injec- 
tions of killed pneumococci, and, after a num- 
ber of doses of killed organisms have been 
given, then smaller doses of living organisms 
are given. The doses of antigen administered 
are gradually increased as the tolerance of 
the animal rises. At the same time that the 
organisms are injected by the intravenous 
route, the horse also receives injections of 
the supernatant portion of the broth culture 
by the subcutaneous route. This material 


*Read before the Chester County, Penna. Med. Soc., 
May 21, 1935, at a meeting at Veterans Bureau Hosp., 
Coatesville, Pa. 


contains the antigenic substances of the or- 
ganisms that are in solution in the culture 
fluid. This dual mode of immunization en- 
ables the horse to develop antibodies which 
are active against the pneumococci, as well 
as against the toxic substances developed by 
the bacteria during growth in the broth 
medium. 

The immunization of horses against pneu- 
mococci is a slow process, requiring treat- 
ment for a number of months before their 
blood contains sufficient antibody to be of 
value in the treatment of pneumonia. The 
time required to bring a horse to the pro- 
ductive stage depends on the degree of re- 
sponse of the individual horse to the stimulus 
of the antigenic materials injected. 

When a horse has reached the productive 
stage, blood is withdrawn from its veins and 
then treatment is continued. Generally blood 
is collected about once a month, as long as 
the horse remains in the productive stage. 
When the doses of antigenic material injected 
are increased too rapidly, there may be a 
decline in the immune substances formed. 
When such a situation develops, all injections 
of antigenic materials are stopped and the 
horse is rested until his physical condition 
has improved. Then immunization is re- 
sumed, using smaller doses of the antigens 
and increasing the doses slowly, until trial 
bleedings indicate that the horse has again 
reached the productive stage. 


The blood which is secured from horses in 
the productive stage is collected in sodium 
citrate and sodium chloride solution. The 
plasma from the different bleedings is treated 
with a chemical preservative and kept in a 
cold room (about 5° C.), where it undergoes 
a process of aging. During this time a small 
amount of sedimentation (consisting of the 
inert proteins) occurs, and the supernatant 
portion becomes clear. 

The pooled plasma from several horses is 
concentrated by precipitating several times 
with ammonium sulphate, at different con- 
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centrations, to separate the globulin fraction 
from the other protein constituents of the 
plasma. The globulins are dissolved in saline 
solution and chemical preservative is again 
added. This is then stored in a cold room. 
Subsequently several lots of the concentrated 
globulin solution are combined and subjected 
to reconcentration. 

The plasma and concentrates generally 
contain protein substances which, on intra- 
venous injection into patients, may cause 
chills. A part of the purification of the 
globulin solutions consists in the removal of 
the chill-producing factor by precipitation. 

When the final steps of the concentration 
and purification of the globulin have been 
carried out by precipitation, the precipitate 
is collected on hard filter paper and pressed. 
The precipitated globulin is now placed in 
dialysing bags to remove the salts, and then 
filtered through Berkefeld filters. Chemical 
preservative is again added and it is again 
stored in a cold room for several months 
before it is marketed. 

The concentrated and purified product is 
standardized by carrying out the mouse- 
protection test of the National Institute of 
Health. The therapeutic value of the prod- 
uct is also tested on rabbits by the Goodner- 
Sabin test. This latter test demonstrates 
whether the serum is capable of saving the 
life of a rabbit, even though it has developed 
a bacteriemia which would prove fatal in an 
untreated animal. 


Testing for Types of Pneumococci 

In order to ascertain whether the antipneu- 
mococcus serum contains specific antibodies 
for the pneumococcus infecting a patient, it 
is necessary to type the pneumococcus con- 
tained in the sputum or blood of the patient. 
Typing can be carried out in about one-half 
hour by the “quellung” test of Neufeld-Sabin. 
This test is made by placing three small sep- 
arate loopfuls of the patient’s sputum on a 
large, clean cover-glass, adding a small loop- 
ful of the type-specific serums (I, II or Il), 
and likewise a small loopful of methylene 
blue stain, to each loopful of sputum. The 
cover-glass is then mounted on -.a hollow- 
ground microscopic slide. The slide may be 
examined in about fifteen minutes. If the 
typing serum used in the test corresponds to 
the type of the pneumococcus in the sputum, 
the capsules of the pneumococci will be 
swollen and present a ground-glass appear- 
ance. If the typing serum does not corre- 
spond to the pneumococcus in the sputum, 
the capsules remain normal in appearance. 

The type of pneumococcus in the sputum, 
as determined by the Neufeld-Sabin method, 
can be confirmed by isolating the pneu- 
mococcus from the sputum or blood and ap- 
plying a test for agglutinin or for precipitin 
reaction by mixing the pneumococcus culture 
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or culture filtrate with the diluted serum 
which gave a positive reaction in the Neufeld- 
Sabin test. 

As already indicated, lobar pneumonia is 
due to the invasion of the lung by pneu- 
mococci, but the serum treatment of pneu- 
monia is a most difficult problem, because 
the pneumococci can be separated into at 
least 32 distinct types. The virulence of the 
pneumococci is dependent upon the presence 
in the capsule of a carbohydrate substance. 
The specificity of each type of pneumococcus 
resides in the carbohydrate component of 
the organism. The carbohydrate of each of 
the 32 types of pneumococci appears to have 
a definite chemical composition, which differs 
from the chemical composition of the car- 
bohydrates of the other types of pneu- 
mococci. Therefore type specificity, virulence 
and the chemical composition of the carbo- 
hydrate of a pneumococcus are closely 
related. 


Serum Treatment of Pneumonia 


When a diagnosis of lobar pneumonia is 
made on the basis of symptoms and physical 
findings, the physician should administer 10 
to 20 cc. of trivalent, concentrated antipneu- 
mococcus serum. Steps should be taken at 
once to ascertain the type of pneumococcus 
in the lung of the patient, by collecting the 
sputum in a sterile receptacle and sending it 
to the laboratory. The rapid method of typ- 
ing the pneumococcus by the Neufeld and 
Sabin method, previously mentioned, is ac- 
curate and requires not more than half an 
hour. 

After the type of pneumococcus in the 
sputum has been ascertained, a monovalent 
serum may be used, or treatment may be 
continued with the trivalent serum. If, how- 
ever, the pneumococcus in the sputum is 
neither Type I, II nor III, then treatment 
with serum may be discontinued, unless it 
appears to have a favorable influence on the 
patient. 

Serum treatment should be continued, at 
intervals of from 6 to 8 hours, until the 
symptoms and lung condition have improved. 
When the toxemia has been overcome, the 
temperature falls to nearly normal. When 
these effects have been obtained, resolution 
of the consolidated lung becomes apparent by 
physical examination of the chest or by 
x-ray plates of the lung. 

In severe attacks of pneumonia, the bac- 
teria invade the blood stream, causing bac- 
teriemia. The administration of type-specific 
serum, in adequate doses, causes the bacteria 
to disappear from the blood stream, due to 
the activity of the leukocytes and the reticulo- 
endothelial cells under the stimulation of 
specific opsonins in the serum administered. 

The success of the serum treatment of 
pneumonia depends, not only on the use of 
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a type-specific serum in adequate doses, but 
also, quite definitely, on the length of time 
the disease has been in progress, the size 
of the dose of serum administered, and the 
number of doses of serum injected. These 
factors become of greater importance with 
increasing age of the patient treated. Pneu- 
monia is increasingly fatal with advancing 
age and especially so in aged persons. 

The results reported here on the treatment 
of patients with concentrated antipneumococ- 
cus serum, by physicians in private practice 
and in hospitals, are based on the tabulation 
and analysis of information sent in to the 
laboratory pertaining to the patients treated 
with serum. Of 144 patients treated, 28 died, 
or 19.4 percent. 

The smallest amount of serum given to a 
patient was 10 cc. and the largest amount 
was 110 cc. The average amount of serum 
given was 30 cc. The number of doses of 
serum per patient ranged from 1 to 12, and 
the average per patient was 3.3 doses. In 
many patients the intravenous injection of 
a dose of 10 or 20 cc. of serum produced such 
prompt relief of the symptoms that the physi- 
cian considered additional amounts of serum 
unnecessary. 

Case Reports 

Five brief case histories are given, to show 
the results with one or two doses of serum 
in patients at different ages: 

Case 1: G. McD.; male; age 35; white; not 
typed. The right lower lobe was involved. 
Two (2) doses of 10 cc. of serum were given. 
The first dose seemed to have controlled the 
pathologic process. There was a marked drop 
in temperature in 10 hours and the pathologic 
condition cleared up within 12 hours. 

Case 2: Mrs. D.; age, 73; white; not typed. 
The right upper and middle lobes were in- 
volved. One dose of 10 cc. of serum was 
given. The temperature fell from 104.6° to 
100.6° F. in 8 hours. 

Case 3: J. DeB.; age, 24; left lower lobe 
involved; Type I infection. One dose of 10 
cc. of serum was given April 26, at 6:00 P. M., 
temperature, 105° F.; at 8:00 P. M., temp., 
103° F.; Apr. 27, at 8:00 A. M., temp., 98° F., 
and remained normal. 

Case 4: P. G.; age, 7; female; white; not 
typed. The right upper lobe was involved. 
One dose of 10 cc. of serum was given. The 
temperature dropped from 104.8° to 99.2° F. 
in 12 hours, and to 98.6° in 18 hours. 

Case 5: J. M.; age, 46; white; Type III in- 
fection. The right upper lobe was involved. 
One dose of 10 cc. of serum was given. The 
temperature dropped from 104.0° to 97.8° F., 
and the lung cleared in 24 hours. 

In 16 patients, 50 cc. or more of serum were 
injected. Three (3) of these patients died, 
but the type of pneumococcus was not re- 
ported in these patients. 

One patient received 70 cc. of serum on 
the first day. The statement is made that 
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the serum “had no effect.” Another patient, 
with cardiorenal disease and in the seventh 
month of pregnancy, received 90 cc. of serum, 
starting on the fifth day, without any effect 
on the disease. A third, receiving 60 cc. of 
serum, died 72 hours later. The report states 
he was an alcoholic. 

Two (2) patients with Type I pneumococ- 
cus infection each received 70 cc. of serum 
on the first or second day, and both recov- 
ered. Two (2) patients with Type II pneu- 
mococcus infection received 80 and 100 cc. 
of serum, respectively, on the first or second 
day of the disease, and both recovered. Five 
(5) patients, in whom the type of pneu- 
mococcus was not determined, received from 
50 to 80 cc. of serum, and recovered. 

The sputums of 67 of the 144 patients were 
not typed, owing to lack of facilities in 
private practice and even in some hospitals. 
The types of pneumococci found, the number 
of deaths with each type, and the death- 
rate are shown in Table I. 


TABLE I 


Patients / Deaths|Death-rate 


2 10.5% 
3 18.7% 
3 37.5% 


8 18.8% 
3 12.5% 
25 | 324% 


Twenty-eight (28) of the 144 patients died. 
Eight (8) had complicating conditions which 
prevented the serum from manifesting its 


full therapeutic effect. Two (2) patients 
had septicemia due to a hemolytic strepto- 
coccus. Other complications were chronic 
nephritis, pregnancy, chronic myocarditis, 
pneumococcus meningitis, bronchopneumonia 
following influenza and cardiorenal disease. 
Two (2) patients were reported as almost 
moribund when serum was administered and 
2 were alcoholics. 

It is claimed by clinicians that, unless 
serum treatment is started during the first 
three days of the disease, the results may 
not be satisfactory. Of the 144 patienis 
treated with serum, 95 received serum on or 
before the third day and 13 of the patients 
died, showing a death-rate of 13.7 percent. In 
49 patients, serum treatment was started on 
the fourth to seventh day of the disease and 
15 of these patients died, showing a death- 
rate of 30.6 percent. 

Of the 144 patients, 25 were under 15 years 
of age. Three (3) of these patients died, 
one having meningitis. Thus the mortality 
in children under 15 years of age was 12.0 
percent. 

Forty (40) of the patients were between 
15 and 30 years of age. Of these 3 died (two 
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Patients | Deaths | Percent Type Dosage No. of snes Serum 
. ee _ | Used 
musa 39 11 28.2 |I-II 5-45 2-5 30-165 | Felton antibody 
2.—Cowan et al.__- 41 3 7.3 |LII Felton antibody 
3.—Cecil and 
Plummer...-| 239 48 20.1 (I 40-100 30-475 | Felton antibody 
4.—Sutliff and 
Finland__-__-. 28 7 25.0 |I 5-45 2-5 30-165 | Felton antibody 
5.—Armstrong and 
Johnson---_-_- 26 2 7.7 |VIl Felton antibody 
6.—Baldwin,H.S..| 54 10 185 |LII 5-30 9-19 | 95-330 | Felton antibody 
7.—Cecil and 
Plummer_-_--| 252 102 40.5 (II 40-100 | 15-17 |180-320 | Felton antibody 
8.—Finland and 
 ———— 46 9 20.0 {II 5-50 2-5 | 30-165 | Felton antibody 
9.—Sutliff et al.__- 16 1 62 |I 30-50 30-170 | Felton antibody 
10.—Belk and 
Sharpe-_---_-- 130 22 15.0 |Alltypes| 50-100 | 246 | 50-1200)Huntoon antibody 
11.—Hamilton, R. L. 32 3 93 |Alltypes| 10-20 National concen. 
12.—Bergey and 
Brown_____- 144 28 19.4 |Alltypes| 10-20 1-12 | 10-110 | National concen. 


It is to be noted that the size of individual doses of National serum was 10 or 20 cc., and the average 
amount given was 30 cc.; while the dose of other pneumococcus serums was 30 to 1,200 cc., with the 


average amount given of 165 to 175 cc. 


with streptococcus septicemia), showing a 
mortality of 7.5 percent. 

Fifty-eight (58) of the patients were be- 
tween 30 and 60 years of age, and 15 of these 
patients died, showing a mortality of 26.0 
percent. 

Eighteen (18) of the patients were over 60 
years of age, and 6 of these died, showing a 
mortality of 33.3 percent. 

The development of urticaria and other 
forms of serum sickness is traceable to a 
hypersensitive state, which has arisen in the 
patient’s body because of some experience 
during an earlier period in life. The thera- 
peutic serum used did not cause the sensi- 
tivity, but served to bring out the sensitive 
state. 

In addition to the information collected 
from individual reports by physicians and 
hospitals on the treatment of pneumonia pa- 
tients, summarized in Table II and listed in 
the bibliography, Hamilton!! has reported on 
the serum treatment of 32 patients (all types) 
with National pneumonia serum, with a mor- 
tality of 9.4 percent. He states: “So striking 
have been the benefits obtained by the use 
of the serum that we consider it an essential 
part of our armamentarium in the treatment 
of lobar pneumonia.” 

It is of special interest to compare the 
clinical effects of National antipneumococcus 
serum with the effects of other serums, as 
reported in the literature (see Table II). 
When we compare the size of individual 
doses of National serum (10 to 20 cc. and an 
average dose of 30 cc.) with doses of 30 to 






a 





1,200 cc. and an average dose of 165 to 175 
cc. of other serums, but with equally satis- 
factory death-rates, it is evident that equally 
satisfactory results have been obtained with 
the smaller individual and average doses of 
National serum. 
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Dietetic Glycosuria 


By Otto Leyton, M.D., D.Sc., F.R.C.P., London, Eng. 
Physician to the London Hospital 


jt is generally accepted that a healthy man 

does not excrete sugar in his urine after an 
ordinary meal unless he possesses an ab- 
normally low renal threshold for sugar. If 
the sugar content of the blood rises above 
0.18 percent after a meal at which sugar and 
syrups are excluded, diabetes mellitus may be 
suspected. 

Naunyn, in his textbook on diabetes mel- 
litus, refers to observations of Linossier and 
Roque, who found that amongst some normal 
individuals sugar appeared in the urine after 
the ingestion of 50 Gm. of cane sugar; others 
needed 100 Gm.; still others, 150, 200, 300; 
and a few did not excrete sugar until they 
had taken 350 Gm. Moritz found 4 percent of 
sugar in the urine after 500 Gm. of cane sugar, 
whilst Breul found not even 0.1 percent after 
450 Gm. of cane sugar or 250 Gm. of grape 
sugar. On the other hand, Breul and Hensay 
took 1 kilogram of bread, along with other 
food, daily for a month, without any increase 
of sugar in the urine. Therefore, true dietetic 
glycosuria is a condition in which glycosuria 
follows the ingestion of sugars and not of 
starch. These observers did not record the 
sugar content of the blood, and therefore we 
are unable to decide how far the glycosuria 
in their cases, after comparatively small doses 
of sugar, was due to a low renal threshold. 


At the present day it is assumed that the 
normal man, with an average renal threshold 
for dextrose, may take at least 100 Gm. of 
dextrose by the mouth without developing 
glycosuria or hyperglycemia. 

Are we justified in that assumption? 

The cases to which I am about to draw 
attention seem to point towards the fact that 
we are not, and that the assumption may 
have led to incorrect diagnoses of diabetes 
mellitus in some number of cases. 


Sugar Tolerance Test 

The methods used in order to arrive at the 
diagnosis of diabetes mellitus are not identical 
in all countries. In a small country like Eng- 
land, with a close network of railways, the 
patient can, as a rule, arrive at the con- 
sultant’s office by nine o’clock in the morning, 
and therefore the whole day may be devoted 
to gathering data upon which the diagnosis 
may be based. The majority oi practitioners 
of medicine in England expect the consultant 
to make a diagnosis without admitting his 
patient to a clinic, and therefore the sugar 
toleramce test is used more extensively than 
in those countries where entry to a clinic for 
diagnosis is a recognized procedure. 

That the sugar tolerance test is valueless 


unless it is preceded by appropriate prepara- 
tion, is now not only accepted but known 
universally, and it is now customary for the 
practitioner to instruct the patient in whom 
he suspects diabetes mellitus not to modify 
the diet until the diagnosis has been made, 
but not to take any breakfast in the morn- 
ing of the visit to the consultant. The sugar 
tolerance test should be carried out after a 
14-hour fast, on a pancreas that has been well 
exercised. 

In drawing a conclusion from the curve 
obtained by plotting the sugar content of the 
blood at half-hour intervals after the admin- 
istration of 50 Gm. of glucose (dextrose) by 
the mouth, more attention is paid to its height 
at the beginning and to the time taken for the 
concentration of sugar in the blood to fall 
to 0.10 percent, than to the actual height to 
which it reaches. Abnormally rapid absorp- 
tion of glucose may lead to what is usually 
termed the “peak” curve, which was at one 
time attributed to the pancreas having a long 
latent period in making insulin. A concen- 
tration of 0.30 percent half an hour after the 
ingestion of 50 Gm. of glucose does not neces- 
sarily indicate any disease, provided it has 
fallen to 0.09 percent within the hour fol- 
lowing. 

The question, however, is: Does a high 
concentration of sugar in the blood for two or 
even three hours indicate invariably that the 
patient is suffering from diabetes mellitus? 

It is only recently that evidence has come 
my way which has forced me to the conclu- 
sion that it does not. This evidence could not 
have been obtained prior to the adoption of 
the high-carbohydrate diet in diabetes mel- 
litus. The danger of not recognizing the ex- 
istence of true dietetic glycosuria is that 
patients possessing that peculiarity will be 
diagnosed as having diabetes mellitus and 
treated as such. I venture to suggest that a 
large percentage of those cases of alleged dia- 
betes mellitus which have never had the 
classical symptoms of that disease and are 
being successfully treated by restricted diets, 
are really cases of true dietetic glycosuria. 
Two of the cases recorded here underwent 
that fate, one being on a restricted diet for 
more than 20 years and the other for more 
than 9 years, without any necessity and to 
their slight disadvantage. 

I must stress here that the amount of harm 
done is far less when a patient not suffering 
from diabetes mellitus is treated as such than 
when one suffering from diabetes mellitus is 
left untreated. 

Before recording these two cases I should 
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like to describe the case which made me aware 
that the sugar tolerance test was unreliable. 
Case Reports 

A man, aged 48, was found to pass sugar in 
the urine, but did not complain of any of the 
symptoms of diabetes mellitus. The sugar 
tolerance test was carried out with a slight 
error, in so far that the patient took sugar in 
his morning cup of tea, although he had in- 
structions to the contrary. 

The concentrations of sugar before the in- 
gestion of 50 Gm. of, glucose and at half-hour 
intervals following were: 0.17%; 0.27%; 
0.32%; 0.30%; 0.24%; and 0.20%. This led to 
a diagnosis of diabetes mellitus and the pa- 
tient was advised to enter a clinic for investi- 
gation as to diet and doses of insulin. 


He was placed upon a diet containing 240 
Gm. of carbohydrate and 100 Gm. of protein, 
along with sufficient fat to supply him with 
30 calories per kilogram of body weight daily, 
but all sugars were prohibited. The sugar 
excreted in the urine was under 1.0 percent 
and at no time did the sugar content of the 
blood exceed 0.17 percent. 


He was, therefore, submitted to a progres- 
sive carbohydrate test, which consists of plac- 
ing the individual upon a diet containing 50 
Gm. “G”* for three days, and then for the 
same period on diets of 100, 150, 200, 250, 300 
“G” and observing the quantity of sugar ex- 
creted in the urine. 


In cases of low renal threshold, the amount 
of sugar excreted bears a direct arithmetic 
ratio to the sugar ingested, whilst in diabetes 
mellitus the increase in the excretion of sugar 
rises rapidly as the limit of the power of 
storing sugar is passed. 

In this patient a mysterious thing hap- 
pened, in so far that more sugar was excreted 
when he was upon a diet poor in carbohy- 
drate than when he was taking 300 Gm. 
“G” daily. That forced me to the conclusion 
that, in spite of the sugar tolerance test, the 
patient was not suffering from diabetes mel- 
litus. A repetition of the test gave an identical 
curve, but at 0.04 percent lower level. 


These observations suggested that the pa- 
tient might be an early case of diabetes mel- 
litus, the power of storing sugar sufficing for 
the absorption when the carbohydrate was 
presented as starch, but not when a rapid ab- 
sorption followed sugar. If this were the case, 
one would expect the development of dia- 
betes mellitus in the near future. Observa- 
tion over three years proves this not to be 
the case. Having recognized the condition, 
one was able to diagnose it in another case 
quite shortly. 


A year later a woman, aged 54, sought my 
advice because she was losing weight slowly 
Z *“G” is all the potential carbohydrate and is esti- 


mated by adding 58 percent of the protein and 10 
percent of the fat to the pure carbohydrate. 
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and did not possess the energy she desired. 
She told me that for nine years she had kept 
to a restricted diet because she had diabetes 
mellitus and that, during that time, her urine 
had been free from sugar. 

Since my experience had been the same as 
that of the majority of physicians who have 
treated their patients upon the lines suggested 
by F. M. Allen long before the advent of 
insulin; namely, that it is easy to free the 
patients from glycosuria, but extremely diffi- 
cult or impossible to keep them free, led to 
my doubting whether the woman was really 
suffering from diabetes mellitus. 

In reply to my question, “Who told you, 
nine years ago, that you were suffering from 
diabetes mellitus?” she said, “You, sir, at the 
London Hospital.” 

The patient consented to come into the hos- 
pital again and, when submitted to a sugar 
tolerance test, gave the following numbers: 
0.15%; 0.25%; 0.28%; 0.25%; 0.20%; 0.20%. 

She was placed upon a progressive diet and 
the sugar in the blood was estimated at two- 
hour intervals. The sugar content of the 
blood was found to vary from 0.066 percent 
to 0.22 percent, whatever her diet, and the 
sugar excreted in the urine never rose to 
0.30 percent. Sugar was excluded from her 
diet whilst she was in the hospital. 

The patient was advised to eat and drink 
whatever she liked and to report in six 
months’ time. Two examinations subsequently 
have proved that her power of storing car- 
bohydrate is not on the wane. 

The patient who had been upon a restricted 
diet for 20 years and for 10 years upon in- 
sulin, gave the following history: Sugar was 
found in the urine in 1911. He lived in a 
small town in a colony where there were no 
facilities for examining the sugar content of 
the blood, and therefore the diagnosis of 
orthoglycemia could not be made. He was 
placed upon a restricted diet. 

After a number of years he gave up the 
diet for a short time and then developed a 
severe illness, which was attributed to dia- 
betes mellitus. After his recovery he was 
taken to the hospital attached to the univer- 
sity, where a sugar tolerance test was carried 
out and, although he had no symptoms, it 
was pronounced that beyond doubt he had 
diabetes mellitus and would die soon if he 
did not keep to a diet. On the restricted 
diet he lost weight, and when it was in- 
creased sugar appeared in the urine, and 
therefore he was given insulin. 


In 1925 he was in England and consulted 
me. The history seemed convincing and, with 
the exception of increasing the carbohydrate 
in his diet because the sugar content of his 
blood was low, no change in treatment was 
suggested. 

In 1930 I saw him again, and a further 
increase in diet was advised. At that date I 
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had not met and recognized cases of true 
dietetic glycosuria. 

The last consultation was this year. On re- 
viewing my notes I saw that the evidence 
of diabetes mellitus rested solely upon a sugar 
tolerance test, carried out at the university 
hospital years ago. I advised the patient to 
cease taking insulin, to eat and drink what- 
ever he liked and to report in two days’ time. 

After a breakfast at which plenty of starch 
was taken, the sugar content of the blood 
was 0.14 percent. A month later the same 
reading was recorded. 

He was then submitted to the usual sugar 
tolerance test with 50 Gm. of glucose, after 
a 14hour fast. At half-hour intervals the 
concentrations of sugar in the blood were: 
0.14%; 0.15%; 0.27%; 0.33%; 0.21%; and 0.16%. 
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This seemed to be sufficient evidence that 
this case, too, was one of true dietetic gly- 
cosuria. The patient was advised to submit 
himself for examination at intervals of six 
months. 

These cases seem to establish the fact that 
the sugar tolerance test must not be recog- 
nized as the final arbiter. The progressive 
carbohydrate test may be much safer, al- 
though it consumes time. 

I have sought an explanation for the pheno- 
menon of true dietetic glycosuria amongst the 
most able biochemists, but none has been 
proffered. 

If this paper leads to one individual regain- 
ing his dietetic freedom, it will not have 
been written in vain. 

92 Portland Place, W. 1. 


Notes from the Mississippi Valley 


Medical Society 
Reported by George B. Lake, M.D., Waukegan, Ill. 


T= medical profession is already rather 

heavily organized, from a political, social 
and specialistic standpoint, but the field is 
still wide open for societies whose sole pur- 
pose is to bring sound postgraduate instruc- 
tion within as easy reach of the general prac- 
titioner as is possible. Of such is the Missis- 
sippi Valley Medical Society, which has been 
gestating for a number of months and came 
to birth with its first annual meeting at 
Quincy, IIL, early in October. 

The attendance was not large, compared 
with the big meetings (four or five hundred), 
but those present were enthusiastic when 
they found it was a real school, with a dis- 
tinguished (temporary) “faculty” (Abt, Albee, 
Hugh Cabot and W. W. Babcock were among 
the guest speakers and teachers) and that 
the program was run off on schedule, so I 
look to see the organization grow steadily 
in size, importance and value. 


Exhibits 


The list of exhibitors was small, as was 
to be expected, but the displays were handled 
with pep and perhaps gave as much instruc- 
tion as a larger number would have done. 

Among the new things shown was an in- 
halator for administering medicated vapors 
released by heat; and ointment containing 
considerable quantities of vitamin A, for the 
treatment of burns and chronic ulcers; and 
an exercising support for the anterior or 
transverse metatarsal arch. The Goldstein 
bloodless circumcision clamp, which is not 
so new but is still unfamiliar to many physi- 
cians, and a number of other highly practical 


instruments, were in evidence and were well 
demonstrated. 

After the banquet on Thursday night, the 
famous DeLee obstetric moving picture was 
shown. Perhaps all the women who crowded 
into the room after the tables were removed 
were nurses; but it looked as if half the 
female population of Quincy was on hand, 
and if admission to see such a picture was 
promiscuous, such a course seems to me to 
be ill-judged. 

Here follow abstracts of several of the 
papers and clinical talks presented at the 
various sessions. 


NASCENT ENDOCRINE THERAPY IN 
HYPERTENSION 
By J. F. Ritter, M.D., Maquoketa, Ia. 

Isolated hormones and active principles 
represent only a fraction of the physiologic 
action of the endocrine secretions, and lab- 
oratory processes frequently destroy or alter 
their catalytic properties; whereas, in fresh 
or nascent secretions, these properties are 
retained. 

In my own case, the simply-expressed 
interstitial serum of various glands (especi- 
ally the gonads) appears to control arterial 
hypertension as efficiently as sugar is con- 
trolled, in diabetes, by insulin. Observation 
and study have led me to the conclusion that 
functional hypertension is a metabolic disor- 
der, and that the endocrines are metabolic 
regulators, if these secretions are used with- 
out resort to devitalizing chemical processes. 

After treating more than 2,500 unselected 
cases of hypertension, I feel sure that even 
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the organic cases can be markedly alleviated 
or controlled; the mixed functional and or- 
ganic cases, if given as much attention as is 
bestowed upon cases of diabetes, can be 
handled with equal success; while the purely 
functional cases can be promptly restored to 
normal and kept so for periods of ten years 
or more, and cardiac complications thus 
obviated. 

The material used for these treatments con- 
sists of the juices (“interstitial secretion”) 
of the testicles of young goats, before puberty, 
expressed, under sterile precautions, with a 
pressure lemon-squeezer and injected, sub- 
cutaneously, while fresh (it may be kept on 
ice for several days). This juice exceeds, in 
diversity of physiologic action, even the pres- 
ently known extracts of the pituitary. This 
fragile vital potency may or may not be a 
hormone, and is not a sex potency, as it 
exists before puberty. It exercises a “gyro- 
scopic” or stabilizing action and is effective 
in states of both hypo- and hyper-function. 
Thus this juice is effective in asthenic states, 
such as neuroses, toxemias, involutional 
dyscrinisms, etc., as well as (among others) 
peptic ulcer. 

Juices expressed in a similar way from 
other endocrine glands, or subcutaneous im- 
plants of fresh secreting gland tissues, give 
similar results. 


THE INFANT’S FIRST THREE MONTHS 


By Isaac A. Abt, M.D., Sc.D., Chicago 
Prof. of Pediatrics, Northwestern Univ. 
. School of Med. 


In order to evaluate the constitutional 
status of an infant, we must know the his- 
tory of its forbears and of the pregnancy. 
Moreover, we must remember that prenatal 
care of the mother is a part of the care of 
the infant. 

In order to prevent asphyxia and the de- 
velopment of respiratory diseases, wipe out 
the mouth, as soon as the head emerges, with 
the bare finger. Use no gauze, for fear of 
injuring the delicate oral structures. Employ 
an aspirating tracheal catheter, if necessary. 

Keep the newborn infant quiet and at rest 
in a warm room, with blankets and a hot- 
water bottle to maintain body heat; but be 
careful not to smother or burn it. 

The only baths given should be with oil, 
until the umbilical cord separates. Then the 
infant may be bathed with warm water and 
a mild soap. It will lose heat and weight if 
bathed too soon. 

Pituitrin, given to the mother during labor, 
may interfere with the placental circulation 
and cause asphyxia in the infant. Birth in- 
juries also may cause it. Violent methods 
of resuscitation are always out of place and 
dangerous. In “white asphyxia,” efforts at 
resuscitation must wait until the heart is 
working well. 
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If a Drinker respirator is available, it may 
be used, but simpler methods are better. 
Yandell Henderson says it is well to give 
7 percent of carbon dioxide in oxygen to all 
newborn infants, as a prophylactic against 
respiratory difficulties. It is certainly help- 
ful in asphyxia. Eastman says give oxygen 
intravenously. 

Postnatal acidosis, inanition, fever and loss 
of weight are due to dehydration and semi- 
starvation. These are less if the cord is tied 
late. The infant should be put to the breast 
once in the first 24 hours, and this should 
be supplemented by a 5-percent solution of 
dextrose or lactose, at the rate of 2 to 3 
ounces of fluid per pound of body weight per 
day, until lactation is fully established. If 
the infant cannot take this amount of fluid 
by mouth, it should be given by hypo- 
dermoclysis. 

Kugelmas suggests that a solution contain- 
ing 6 percent of gelatin; 3 percent of dextri- 
maltose or dextrose; and 0.5 percent of sodium 
chloride should be given, by mouth, every 2 
hours for the first three days of life. It 
might be well to try this clinically and see 
how it works out. 

All mothers not suffering from severe 
chronic diseases (tuberculosis, nephritis, dia- 
betes, psychic disorders, etc.) should nurse 
their babies, except during attacks of acute 
infectious diseases or mastitis, and the infant 
should be encouraged to empty the breast at 
every feeding. To this end, supplementary 
feedings should not be given unless the 
weight loss exceeds 8 ounces. If such feed- 
ings are given, the formula should be simple, 
and should include enough fat to supply the 
need of vitamin A. On the mother’s side, 
the most important factors in lactation are 
a healthy psychic condition and the will to 
nurse. 


THE CHOREIC CHILD 


By E. S. Smith, M.D., F.A.C.P., 
Kirksville, Mo. 

The relationship between chorea and rheu- 
matism is a matter of statistics, but other 
matters should be considered. It has been 
proved that chorea has resulted from definite 
psychic shocks—fright, accidents, bereave- 
ment and domestic unhappiness. 

The recognized increase in choreic symp- 
toms in the spring may well be due to the 
psychic pressures and overstrains, in work, 
pleasures and competitive games, incident to 
the closing weeks of school. 

The calcium metabolism is disturbed in 
these patients, and their blood-calcium is low. 
It should be raised by whatever means works 
best. Calcium gluconate and hydrochloric 
acid, 1:1,500, intravenously, work well. The 
classical treatment with arsenic is archaic 


and dangerous. It has produced severe 
arsenical neuritis. 
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One of the most important factors in treat- 
ment is complete rest in bed, away from the 
family, with adequate feeding and hot baths. 

The Nirvanol* treatment is not specific in 
chorea and the drug may damage the bone 
marrow if given too long. 


STRIDOR IN CHILDHOOD 
By W. M. Whitaker, M.D., F.A.A.P. 
Quincy, Il. 

Stridor, which is noisy breathing due to 
obstruction of the respiratory passages below 
the epiglottis, must be distinguished from 
stertor, which arises in the nose or pharynx. 
Laryngeal stridor is inspiratory; tracheal 
stridor is both expiratory and inspiratory, 
especially the former. 

Congenital atony of the larynx is a cause 
of stridor much more often than is commonly 
believed. A “purring” noise, due to collapse 
of the larynx, is heard, with inspiration, very 
early. The voice is not lost and often there is 
no cyanosis. The patient feels better with the 
head thrown back. Every child with difficult 
breathing should be examined with the lar- 
yngoscope, to detect the presence of this con- 
dition. If found, one can allay the fears of 
the parents, as it needs no treatment and will 
improve after from 12 to 18 months. The 
child must, however, be carefully protected 
from respiratory infections. 

Laryngismus stridulus occurs between the 
ages of 6 and 24 months, the same as rickets, 
with which it is often associated. There may 
also be symptoms of tetany — carpo-pedal 
spasms, etc. The blood calcium is found to 
be low. Remembering that calcium reduces 
nervous excitability, we should raise the 
blood calcium by giving viosterol, and prob- 
ably calcium also. 

Laryngitis with stridor (“simple croup”) 
comes on suddenly, at night, and is inspira- 
tory. It stops, equally suddenly, in the morn- 
ing, to return again the next night. The gen- 
eral systemic symptoms are very slight, 
though the stridor is loud and harsh—quite 
different from that in diphtheria of the larynx. 
We must, however, be constantly on the 
watch for this latter disease and, if there is 
the slightest suspicion, give antitoxin, early 
(it is useless after the third day), without 
waiting for a positive bacterial diagnosis. It 
is well to remember that pneumococci and 
hemolytic streptococci, as well as Klebs- 
Loffler bacilli, can produce membranes in 
the throat. 

Fulminating laryngo-tracheo-bronchitis oc- 
curs in children of from one to four years, 
who are immune to diphtheria, and antitoxin 
is useless. Here the stridor is due to a tena- 
cious, gluey secretion in the trachea, and does 
not stop in the daytime, but grows worse, 
with deepening toxemia. This disease is much 


*See Cuin. Mev. & Surc., Nov., 1935, p. 567, for 
details of the Nirvanol treatment.—Ed. 
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more fatal than diphtheria — practically all 
patients die—so we must remember it and 
watch for it, in order to give the little patients 
their only chance, by means of early tracheot- 
omy and bronchoscopy, for removal of the 
gluey plugs from the respiratory passages. 
Convalescent scarlet fever serum, especially 
from complicated cases, may be of some 
value; but ordinary streptococcus serums are 
useless. 

Tracheal stridor, is predominantly expira- 
tory, and the patients are more comfortable 
with the body upright and the head forward 
on the chest. 

Stridor never results from enlarged thymus 
alone, unless the gland is so large as to pro- 
duce actual obstruction of the trachea by 
compression. If this condition is positively 
demonstrated, the x-rays may be used to re- 
duce the size of the gland. “Status thymico- 
lymphaticus” is a diagnostic alibi, based upon 
early misconceptions of the size of the nor- 
mal thymus in children. Promiscuous irra- 
diation of thymus glands is generally un- 
necessary and possibly dangerous. 


NOTES ON HEART LESIONS 
By Arthur C. Ernstene, A.B., M.D., 
Cleveland, O. 

In mitral stenotic lesions there is a con- 
siderable dilatation and hypertrophy of the 
left auricle, which compresses the esophagus 
to such a degree that it can be observed by 
watching the downward progress of a barium 
meal under the fluoroscope. 

In rheumatic heart conditions we observe: 
fever, tachycardia, leukocytosis (above 
12,000), electrocardiographic changes and a 
rapid erythrocyte sedimentation rate. If or 
while these are present, the patient must be 
kept strictly at rest in bed. 

The principles of the treatment of coronary 
occlusion are: 

1—Relieve pain with morphine in large 
doses (1% grain—32 mg.—or more), perhaps 
repeated, as necessary. 

2.—Keep the patient at rest in bed for an 
adequate period (six weeks or more). Dur- 
ing the first three weeks, the patient should 
be fed, turned and moved, and otherwise 
spared all exertion, as much as is possible. 

3.—Do not give digitalis except in the pres- 
ence of congestive heart failure or auricular 
fibrillation. 

4—Aminophyllin is sometimes helpful, for 
regular administration. 

If properly treated, 50 percent or more of 
these patients recover and live comfortably 
for years. 

MEDICAL FEARS IN CHILDREN 

By B. I. Beverly, A.M., M.D., Chicago, Ill. 
Asst. Prof. of Pediatrics, Rush Medical College 

What we call “nervousness,” in children or 


adults, is on a fear basis and begins in child- 
hood. 
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Mystery and magic (largely fearful) are 
the background of medicine, and even today, 
in the minds of many people, sickness ap- 
pears as a form of punishment for some sort 
of “badness.” In fact, the fear of sickness is 
used in discipline, by many ignorant or selfish 
parents, so that the child who has a cold 
thinks that it came “because he didn’t mind 
mother”; the one with heart disease believes 
that it is “because he ran too much”; and 
the one with diabetes is convinced that it 
developed “because he ate too much candy.” 
Thus made to believe that they are sick be- 
cause they were “bad,” nervous reactions are 
inevitable. 

Parents lie to children, and when the chil- 
dren find it out (as they always do, sooner or 
later) the sustaining sense of confidence is 
lost and handicapping personality changes re- 
sult. Especially they are lied to about and 
frightened by hospital procedures, particularly 
surgery. The surroundings are wholly strange 
and therefore frightening, and anesthesia, as 
practiced in some hospitals, is no other than 
strangulation. Many children are perma- 
nently scared. The parent who deserts a 
child in a hospital and deprives him of ex- 
pected support and comfort, is guilty of a 
grave sin against that child. 

A physician should never lie to a child. If 
he has to be hurt, tell him so, but assure 
him that the pain will not last long, if that 
is true or can be made true. Tell him, in 
some detail, what is to be done and why. 
Children, as well as adults, can face known 
difficulties and distresses with reasonable 
stoicism. It is uncertainty that causes fear. 
Psychic preparation should be as invariable 
a part of every operation upon a child as is 
the physical preparation—and it is good for 
adults, too. Surgical procedures should al- 
ways be considered in relation to the fright 
they mav cause. 

In some hospitals, a sympathetic and child- 
loving woman is employed to meet all child 
patients who come in and spend some time 
in playing with them, while they are becom- 
ing accustomed to their new surroundings, in 
order to gain their confidence. Such a “play 
woman” should be a part of the permanent 
staff of every hospital that cares for children. 


INDICATIONS FOR NASAL SURGERY 
By G. H. Mundt, Ph.G., M.D., F.A.CS., 
Chicago, Ill. 

Nasal surgery is often helpful, if well con- 
sidered; but much of it has been done on 
insufficient indications. The operator should 
clearly know, and tell the patient, just what 
can and cannot be accomplished, and then 
let him decide. 

The object of nasal surgery is ventilation 
and drainage of the accessory sinuses. The 
anatomic condition of the parts and allergy 
are important factors. 


LEADING ARTICLES 


Clin. Med. & Surg. 


To know when to operate on the nose, the 
rhinologist must be thoroughly familiar with 
the normal appearance of the parts to direct 
vision, and not depend too much upon roent- 
genograms and transillumination. A full and 
complete history of the case must be taken 
and a careful examination made. 

Ventilation of the nose must be secured 
before operating upon the sinuses. Deformity 
of the septum is the most common cause of 
obstruction, and must be corrected sanely 
and adequately. Hard contact of a deformed 
septum with the middle turbinate is a clear 
indication for surgery, which will often re- 
lieve a general headache. 

In nasal surgery, we must save the mucous 
membrane and avoid scar tissue as much as 
possible. Line cauterization of the inferior 
turbinate is often more satisfactory than the 
removal of a part of it. Removal of polypi, 
without finding and correcting the cause, is 
unsatisfactory. 

Surgery is of little value in most cases of 
hyperplastic sinus disease. In operating on 
the frontal and maxillary sinuses, merely 
open and drain them, externally, by the sim- 
plest practicable methods. Do not use the 
curette. 

We should give relief to these patients, 
even if a cure is impossible, by as simple 
means as is possible. In hay fever cases, it 
is best, in most cases, to wait until the allergic 
symptoms have cleared up; but the present- 
ing conditions must be met. Many, but not 
all, cases of asthma are much benefited by 
appropriate nasal surgery. 


EYE SYMPTOMS IN GENERAL 
DIAGNOSIS 


By E. P. North, M.D., F.A.C.S., St. Louis, Mo. 
Asst. Prof. of Ophthalmology, St. Louis Univ. 
School of Med. 

Muscae volitantes—moving specks before 
the eyes—are generally insignificant; but 
sparks and flashes of light mean serious 
trouble. 

Edema of the eyelids may be caused by 
heart disease, nephritis, hydremic blood, ar- 
senic poisoning or trichinosis. 

Hemorrhage in the eyelids, at the inner 
angle, twenty-four hours after a head injury, 
means a basal fracture of the skull. 

Petechial hemorrhages in the conjunctiva 
are a diagnostic sign in cerebrospinal men- 
ingitis. 

In comatose or seriously ill patients, who 
do not wink, fasten the eyelids together with 
adhesive plaster, to protect the cornea from 
drying until the danger is past. 

PSYCHIC FACTORS IN DISEASE 

By George B. Lake, M.D., Waukegan, Ill. 


There is no disease or state of bodily suf- 
fering, functional or organic, which does not 
include psychic factors, and the physician who 
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does not take these into account in planning 
his treatment will never attain the highest 
professional success. 


These psychic factors may be grouped un- 
der four heads: (1) Mental diseases, affect- 
ing faculty or conduct; (2) emotional in- 
stability, due to psychic conflicts, defective 
germ plasm or physical disease; (3) erroneous 
ideas of facts or their interpretation; (4) ex- 
ternal stimuli, affecting the sense organs, the 
emotions or the mind so as to produce phys- 
ical results. 


In connection with mental disease, the pub- 
lic should be taught that they are no more 
disgraceful than physical disorders and that 
they should be discussed, with physicians, 
with entire freedom and frankness. 


Emotional instability, generally classified as 
neuroses and psychoneuroses, results in 
chronic fears. Physicians in general prescribe 
for these conditions without any adequate 
physical study; or, having made such a study 
and found no demonstrable abnormality, tell 
the patient that “there is nothing wrong.” 
This is unscientific and untrue. The psyche 
is as much a part of the human organism as 
the thorax or abdomen, and until it has been 
examined the study of the case is incomplete. 
If the attending physician cannot make such 
an examination, the patient should be re- 
ferred to one who can. 
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On the other hand, “neurotic” patients are 
frequently neglected, physically, when a care- 
ful examination might disclose definite patho- 
logic conditions, readily amenable to orthodox 
treatment. The greatest patience and sym- 
pathy are necessary in handling such patients. 

Many a man has read, in patent medicine 
advertisements, that backache is a sure sign 
of kidney disorder, and comes to the physi- 
cian fully convinced that he has Bright’s dis- 
ease. A complete urinalysis will probably 
show the error of this belief, and, if the 
doctor can find the cause of the backache and 
relieve it, he will be credited with a “miracu- 
lous” cure of a dangerous disease. 

A touch on the bedclothes or a heavy step 
on the floor can send a patient with tetanus 
or eclampsia into convulsions; so it is logical 
that every unnecessary sensory stimulus will 
have an unfavorable effect upon every sick 
person. Such stimuli—bright lights, slamming 
doors, telephone bells, radios, etc—should be 
reduced to the minimum. If the condition is 
at all serious, all visitors, and even flowers, 
should be excluded. 

To the patient, there are no “little things,” 
and the physician who overlooks nothing that 
will minister to his comfort and welfare; who 
has a sound philosophy of life to transmit; 
and who meets the sick ones cheerfully and 
with obvious self-confidence, will go far to- 
ward doing good wherever he goes. 


Diabetes Insipidus without Thirst* 


By Abner |. Weisman, M.D., 
and 
Rosalind L. Moses, A.B., New York City 


T= syndrome known as diabetes insipidus 
is characterized by the excretion of large 
amounts of urine of low specific gravity, with 
a compensatory ingestion of equal quantities 
of water. The exact cause of this disease is 
not definitely known, although the belief at 
the present time is that the diuresis with its 
attendant thirst has its origin in either the 
posterior pituitary, the tuber cinereum or the 
hypothalamus! 2, 3,4, Most of the cases re- 
ported are of the type which presents no evi- 
dence of organic disease of the pituitary or 
in its immediate vicinity. 6. 

Whether the disease is functional or lesional; 
total or partial; traumatic, neoplastic or toxic, 
might it not be plausible that, if the diuresis 
be due to some pressor or depressor action 
at the hypophysis or hypothalamus, a milder 
action (either pressor or depressor) might 
produce diabetes insipidus with milder diure- 
sis and with little or no thirst? This thought 


*From the medical clinic of the out-patient depart- 
ment of the French Hospital, New York, N. Y. 


might be held tenable, especially when injec- 
tions of posterior pituitary extract cause an 
immediate cessation of diuresis in the patient, 
and since every other disease condition can 
be easily ruled out. 

We are reporting a case in support of the 
theory that the syndrome known as diabetes 
insipidus may be activated in the brain to a 
lesser degree, producing milder symptoms of 
the disease without thirst, and may thus en- 
able the physician to make a more scientific 
diagnosis than “idiopathic diuresis,” “nervous 
polyuria” or “nervous pollakiuria.” 


Case Report 


U. R., a single white male, age 30, was first 
seen in the clinic on March 12, 1934, with the 
chief complaints of polyuria and frequency 
of urination. The diurnal frequency ranged 
from 8 to 15 times and the nocturnal from 
3 to 10 times. Each time the amount excreted 
ranged from 150 to 250 cc. No enuresis was 
present. The patient has had this condition 
ever since he can remember, from childhood 
onward, and never has had any abnormality 
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of thirst, although he has a voracious appetite 
at almost any time during the day. He had 
never been to a physician regarding this state 
of affairs, fearing an operation, but now being 
in the marital age and finding difficulty in 
explaining his urinary troubles, he decided to 
look into the matter. 


The patient is not of the hysterical or 
neurotic type and presents no nervous mani- 
festations. He is rather the opposite and is 
a calm, sensible individual. He has not in- 
dulged in any dietary indiscretions. His 
family history is negative,t he being one of 
eleven children, none of whom showed any 
similar manifestations. His father and mother 
are both living and well. His past history 
has been negative except for a hernia opera- 
tion seven years ago and a loss of twelve 
pounds of weight in the past year, making 
his weight 136 pounds. He denies venereal 
diseases and has had a normal sex life with 
normal libido. 


Physical examination was essentially nor- 
mal. Urologic examination revealed a normal 
prostate, seminal vesicles and _ external 
genitalia. His urine was negative for pus and 
a flat x-ray plate was negative for stones. 
Cystoscopy was negative on two examinations, 
and a cystogram showed a normal bladder. 
There was no residual urine. A report from 
the urologic department showed no cause for 
urinary disorder. 

The patient was referred to the neurologic 
department, where a complete neurologic ex- 
amination revealed no pathoses. 

In the medical clinic the following labora- 
tory results were found: Wassermann test, 
negative; urine examination, negative; blood 
chemistry studies, negative; Roentgenogram of 
the skull for pituitary growth, negative; 
ophthalmoscopic examination, negative; 
Mosenthal kidney function test, within nor- 
mal range; average specific gravity of the 
urine, from 1.010 to 1.018 in specimens over 
a period of two weeks; blood counts and 
blood smears normal; and the stool examina- 
tion was normal. 


Treatment: The patient was first placed on 
a strict dietary regimen and his fluid intake 
was limited, but this did not alter his condi- 
tion. The diagnosis was then made of some 
form of posterior pituitary stimulation, prob- 
ably related to diabetes insipidus, although 
there was no thirst and no tremendous in- 
crease in urinary output. 


Pitressin nasal jelly was prescribed for the 
patient twice daily, together with pituitary 
extract by mouth for four weeks, with no 
result. Other newer forms of treatment, such 
as intranasal insufflation of posterior-lobe 
pituitary powder’, Intermedin®8. 9.19.11 and 
Pitmelanin!2 were not attempted 

Intensive treatment with surgical pituitrin 
was started and an injection was given daily 
for two weeks, excepting Sundays. After the 
12 injections, the patient came to the clinic 
having slept throughout the night for the past 


tNote: There is one type of diabetes insipidus which 
is known as the familial type and in which there is 
a definite family relationship. 
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few nights and being relieved of the urinary 
frequency during the day, to a point almost 
normal. The injections were cut to 3 injec- 
tions each week for a few weeks and then to 
2 injections each week, basing the number of 
injections on the amount necessary to con- 
trol the patient’s urinary symptoms. After 
we had held the patient’s pollakiuria in check 
for a month, he failed to appear for further 
injections. 

Three weeks after receiving the last injec- 
tion, the patient returned with the same com- 
plaints. The treatment was resumed as 
previously, with daily injections for two 
weeks; then injections three times weekly, 
twice weekly and once weekly, until the pa- 
tient now has a normal urinary function with 
but one injection of surgical pituitrin in two 
weeks and we are attempting gradually to 
increase the length of time between injections. 


Conclusions 


A patient with symptoms of pollakiuria and 
polyuria, without thirst and with no patho- 
logic findings whatsoever, was treated with 
injections of surgical pituitrin as a substitute 
for normal posterior pituitary function, with 
the result that the urinary symptoms cleared 
up with the pituitrin treatment, but returned 
when the treatment was discontinued. A 
second series of injections again maintained 
a normal urinary picture. 

With polyuria and pollakiuria of no known 
origin, and yet with all laboratory tests being 
negative, the possibility of a diagnosis of dia- 
betes insipidus without thirst must be con- 
sidered, especially when the urinary dysfunc- 
tion shows a direct relationship to small 
amounts of the extract of the posterior lobe 
of the pituitary. 

The case report substantiates the theory 
that a more satisfactory diagnosis of diabetes 
insipidus without thirst should be given to 
conditions formerly termed idiopathic diuresis 
or nervous polyuria or nervous pollakiuria, 
when the urinary dysfunction yields to pitui- 
tary treatment. 
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Relations between the Endocrines 


and the Eye 


By H. Lyons Hunt, M.D., L.R.C.S. (Edin.), New York City 
Consulting Surgeon, Midtown Hospital 


M* attention was first directed to this sub- 
ject in 1922, in the case of a man, 48 
years of age, a former sailor and an employee 
of the United States Government. He was 
referred to me by Doctors Williams and 
Becket, of Sailors’ Snug Harbor Hospital. 
The patient, while in the Philippines seven 
years previously, had suddenly become im- 
potent and totally blind. Three weeks fol- 
lowing a subdermal transplantation of a sec- 
tion of testicular tissue, the patient regained 
his potency and was able to distinguish light 
from dark. In looking up the literature I 
found abundant material to confirm this 
relationship, not only between the various 
glands of internal secretion and the eye, but 
also in connection with the other organs of 
special sense. 

Of all the sense organs, the eye shows most 
strikingly a connection with the endocrine 
system and dependence on the double system 
of vegetative control by the vagus and sympa- 
thetic. This is shown in details of structure 
and biomorphology, normal and pathologic 
function, and most dramatically and preg- 
nantly in its response to organotherapy or 
in the striking reactions to the alkaloids and 
drugs which, in addition to their local action 
referable to either of the dominant branches 
of the vegetative nervous system, have a 
definite selective action on one or the other 
of the glands of internal secretion. 

Endocrine control has developed biogeneti- 
cally in response to repeated stimuli depend- 
ing on sense impression, largely visual and 
auditory, producing characteristic “activation 
patterns” (Crile) in man and animals. The 
internal secretions precede all types of nerv- 
ous systems in visceral control, while the 
central nervous system controls those organs 
which have been added more recently. 

The eye is one of the most important, pro- 
lific and basic sources of those activation 
patterns of such significance as the adequate 
stimuli for activation of the internal secretory 
glands and the production of the emotional 
secretions, adrenin and thyroxin. 

The development of emotional predisposi- 
tions takes place under the influence of ac- 
tivation patterns (Crile) arising from sensory 
impressions, largely visual, as purposive 


adaptions of the organism (fear, anger, love, 
etc.) in man and animals. Defensive states 
and defensive reactions are mediated by 
recognition of danger at a distance by the 
eye, and conversely, the eye is the index of 
the emotional states, such as fear, rage or 
desire. 

Certainly, practically all diseases of the 
pituitary gland refer directly to the optic 
nerve and rarely to the motor nerves of the 
eye and we find optic nerve dyscrasia present 
whether the pituitary dysfunction is of the 
hypo or hyper type. Optic atrophy, frequent 
amblyopia and defective color vision for 
blues and yellows is confirmation of this con- 
tention. 

In a recent address to the Society of Plastic 
and Reconstructive Surgeons, at the New 
York Academy of Medicine, I reported, among 
850 cases of gland transplantations personally 
performed over a period of twelve years, a 
pituitary transplantation into a midget 521 
inches in height. In this case there was a 
pulse rate of 96; a basal metabolic rate of 
plus 20; and moderate exophthalmos. The 
operation was performed February 26, 1935. 
The last observation of this case, April 29, 
1935, or approximately two months follow- 
ing the pituitary transplantation, shows an 
increase of 5% inch in height, a normal basal 
metabolic rate and a marked decrease of the 
exophthalmos. 

Fridenberg has described that which he 
terms the “thyroid eye.” In comparison to 
the pituitary, the “thyroid eye” has a small 
and less massive orbit and, as the skull tends 
to dolichocephaly, the orbital proportions 
favor the development of an axially long, 
myopic eye. The lid fissure tends to be wide 
and the pupil large, the ocular motions fre- 
quent and brisk, so that the glance is alert 
and the gaze concentrated, giving a sharp 
wide-awake expression. 

The ocular signs connected with diseases 
of the thyroid gland are too well known to 
need further comment here. The reduction 
of intra-ocular tension in patients with glau- 
coma, who have been placed on thyroid treat- 
ment, may however be noted. Imrie states 
that the regulation of intra-ocular tension de- 
pends primarily on the function of the endo- 
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crine glands. Certainly in any disturbance of 
the pituitary, thyroid, thymus or gonads, we 
may expect changes in the intra-ocular 
tension. 

Glaucoma 


Glaucoma may be considered, from the 
endocrinologic point of view, as an exudative 
or hypersecretory disturbance due to sudden 
failure of vagus tone under sympathetic irri- 
tation and hyperthyroid activity (hyperhid- 
rosis, tachycardia, susceptibility to adrenalin 
and atropine and to provocative instillation 
of mydriatics); in hyperthyroid individuals 
and races; age (gonad deficiency and relative 
hyperthyroidism of the climacteric, male or 
female); emotional state (endocrine exhaus- 
tion from worry, fright, cold, hunger, exhaus- 
tion, operation); and failure of immunity 
(chronic infections). 

Paltracca advances the view that glaucoma 
in old people is due to an imbalance brought 
about by depressed production of hypotensive 
hormones, especially those of the testes and 
ovaries. The results of his observation he de- 
scribes as follows: In young patients, from 
25 to 40 years of age, glandular therapy, 
either by mouth or by instillation, resulted 
in no modification of the intra-ocular tension, 
but always proved successful after the climac- 
teric. In patients with unilateral glaucoma, 
modification of tension was noticeable only 
in the healthy eye. Paltracca supposes that 
the glaucomatous eye failed to react on ac- 
count of pathologic adhesions. After iridec- 
tomy, the intrabulbar tension was kept low by 
opotherapy. 

In my own series of gonodal transplanta- 
tions the improvement in vision has been a 
constant comment of patients, especially those 
of climacteric age. An example of the effect of 
the testicle may be noted from the following 
case, which I followed for four years. 

February 9, 1926: Mr. H. P. was referred 
on account of Addison’s disease and impo- 
tence. Testicular transplantation was per- 
formed. 

March 8, 1926: A secondary transplan- 
tation was performed, as little result was 
noted from the first. The patient states he has 
worn glasses for myopia since the age of 14 
(now 34) and since the first transplantation 
his eyes bother him and his glasses do not 
seem to help—advised to consult his oculist. 

April 3, 1926: The patient gained five 
pounds and states that his oculist found his 
eyes so much improved that he no longer 
needs glasses. He has been able to discon- 
tinue taking veronal for his insomnia (he has 
been taking the drug for the past three 
years), and is in much better spirits. 

May 18, 1926: Transplanted another section 
of testicular tissue. 

Nov. 11, 1926: He has gained 20 pounds; 
sleeps 8 to 9 hours soundly; concentration and 
memory both markedly improved; all signs 
of Addison’s disease have disappeared. 
October 1, 1930: The patient is still normal 
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—no signs of return of Addison’s disease and 
potency normal; vision, 20/20 in each eye, 
without glasses. 

In myxedema, the edema of the eyelids 
and consequent narrowing of the palpebral 
fissures are the most marked of the ocular 
phenomena. The edges of the eyelids are 
hyperemic, the eyebrows are elevated and the 
hair and cilia are sparse and brittle. Subcon- 
junctival hemorrhages may occur. Other 
symptoms are lacrimation, asthenopia, neu- 
roretinitis and superiortemporal contraction 
of the visual field. Petzetakis (cited by Zent- 
mayer) studied the oculocardiac reflex in six 
persons with myxedema and found it en- 
ormously intensified over what is observed 
in normal persons. 

In cretinism there is a wide spacing of the 
eyes. Conjunctivitis, which is sometimes 
present, has been attributed to the interfer- 
ence with drainage, the result of the saddle 
bridge of the nose. In myxedema, as well as 
in cretinism, it has been noted that the 
mydriatic effect of homatropine and similar 
drugs persists beyond the usual time. 

In Mongolian idiocy the eye symptoms of 
epicanthus and convergence of the palpebral 
fissures have originated the name of this 
affection. 

The thymus is supposed to inhibit the 
thyroid and gonads. Haberer reports an in- 
teresting case showing the influence of per- 
sistent thymus on the production of the 
symptoms of exophthalmic goiter. Notwith- 
standing the fact that the patient had had 
part of the thyroid tissue removed and the 
thyroid artery going to the remaining thyroid 
tissue ligated, his condition became desperate. 
Removal of a fragment of the thymus pro- 
duced an amazing improvement, with a return 
to the normal, both subjectively and ob- 
jectively, in three months’ time. 

The influence of the gonads on optical phe- 
nomena is very marked, but sexual excite- 
ment is one among many causes. Intellectual 
excitement, pain, a loud noise, or even any 
sensory irritation, will produce dilatation of 
the pupils and enlargement of the palpebral 
fissure, with some protrusion of the eyeball. 
Bright, dilated eyes are among the phenomena 
of detumescence, and are very frequently 
noted in persons of a pronounced erotic tem- 
perament. 

The two types of ovarian eye are mentioned 
by Milner Fothergill, who contrasts these 
two types as, first, that due to ovarian irrita- 
tion, in which a characteristic gleam and 
flash and a glittering sheen are present; the 
other is the dead look in the irides, due to 
sexual excess or profuse uterine discharge. 

In relation to the effect of the ovaries on 
actual sight the following case is of interest. 

Madame M., age 54, former internationally 
known concert singer, was referred for aggra- 
vated climacteric phenomena, complicated by 
almost total blindness and loss of her voice. 
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Nov. 17, 1926: The patient had to be led 
by a companion, on account of her blindness. 
One ovary was transplanted and sutured sub- 
dermally in the abdominal wall. The patient 
was instructed to report from time to time 
as to any change in her condition. 

Dec. 17, 1926: The patient reports that her 
voice has returned and she can pass from one 
note to another with greater ease and can 
reach the same high notes that she did when 
in concert—something she has been unable 
to do for many years. 

Dec. 22, 1926: Sight has improved markedly. 
She is now able to see things across the room 
and go directly to them. 

Jan. 3, 1927: The patient reports that her 
sight is so much improved that she is able 
to see the pull-chain attached to her room 
lamp. 

Unfortunately no check-up of this case was 
made by an oculist with instruments of pre- 
cision, as she stated that she could not afford 
a specialist’s fee and would not accept my 
suggestion of going to a clinic. 
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Organotherapy, whether medical or surgi- 
cal, has made tremendous progress in the 
past decade and is growing out of its empiric 
skirts. Instruments of precision, laboratory 
innovations and intelligent tolerance and ac- 
ceptance on the part of our more advanced 
professional thinkers encourage those pioneer- 
ing in this field to report results—results often 
more or less startling to those not engaged in 
this field of endeavor. 
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RESPIRATORY DISEASES IN CHILDREN 


Most diseases of the respiratory organs are due to infections. All 
“colds” are contagious, and children more often catch a “cold” from 
others who have the disease than from exposure. 

Keep the new-born baby away from other persons having bad “colds.” 
What is only a tracheitis in the older child may become a suffocative 
bronchiolitis in the new-born. 

Ordinary “colds” are caught just the same as measles. To avoid “colds,” 
keep the child warm, keep it outdoors, and keep it away from persons who 
have “colds.” Birthday parties are disseminators of bad “colds,” as well 
as whooping-cough and measles. 

Excepting a slight irritation of the mucous membrane that the inhala- 
tion of cold air produces, or the chilliness and heaviness following an ex- 
posure, the effects of cold are very uncertain, except that it lowers the 
resistance of the child. Coryza, laryngitis, “catarrhal croup, bronchitis, 
bronchopneumonia, and even croupous pneumonia are almost always caused 
by an infection contracted from someone else who has a similar disease. 

A remedy of distinct value in all infections of the respiratory tube is 
guaiacol carbonate or creosote, and camphor has a simulant effect on the 
mucous membrane and is a good stimulant to the heart. 

Do not give too many drugs; give nauseating expectorants only when 
absolutely necessary. Do not be afraid of opium if the child really needs 
it. The treatment in almost all cases of respiratory diseases is symptomatic. 

The first rule in the treatment of pneumonia is to give the patient fresh, 
pure and cool air. 

There is still great difference of opinion whether guaiacol, quinine or 
camphor is most useful in pneumonia.’ 

Let the patient rest and sleep. Keep out the visitors. 
water. 

Remember to supervise the feeding in pneumonia very carefully. Too 
little food gives insufficient strength to resist the disease; it leads to ex- 
haustion and collapse. Too much food induces vomiting and tympanities 
—very ugly complications in the pneumonia of children. Watch the food 
supply; bad milk must not be tolerated. 

Never give a bad prognosis in the pneumonia of children, unless all lobes 
of the lung are implicated, or unless the nutritive history has been very 
bad and septic symptoms very severe. 

A serous pleural effusion is usually promptly absorbed and rarely needs 
aspiration. A purulent effusion needs prompt surgical interference; do not 
wait too long with the operation—‘“Golden Rules of Pediatrics,” by JoxuN 
Zanorsky, A.B., M.D. 


Give the patient 
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y= galvanic treatment of hemorrhoids is 
not new, having first been used in 1867. In 
1892 Dr. Baker read a paper, “The Treatment 
of Hemorrhoids by Electricity.” Since that 
time it has been used by many doctors and 
the technic greatly improved. 

Hemorrhoids are to be found in all climates, 
in all lines of occupation, in both sexes and 
in all ages, although they are more prevalent 
in the late twenties and upward. The word 
“hemorrhoid” is derived from a Greek word 
meaning “flow of blood.” The word “pile” 
comes from the Latin “pils,’ meaning “ball.” 


As in making a success of any undertaking, 
it is essential that the operator pay special 
attention to the fine details; that is, he must 
know the normal anatomy of the rectum and 
anus, take a complete history, make a thor- 
ough examination, and give careful attention 
to the equipment and minute details of the 
treatment. 

Haynes reports that, in 1866, Althaus made 
microscopical observations of the changes in 
animal structures due to the electrolytic ac- 
tion of the negative galvanic needle. He 
found that the tissues were markedly con-* 
tracted and that there was neither inflamma- 
tion, suppuration nor sloughing. When the 
current was applied to the blood vessels they 
became changed into solid strings, due to dis- 
integration of the blood and deposition of 
lamellated fibrin. He concluded that no ani- 
mal tissue can withstand the disintegrating 
effect of the negative pole; that the force and 
rapidity with which disintegration is brought 
about are directly proportional to the strength 
of the current and to the softness and vas- 
cularity of the structures; that the current 
could be safely and successfully applied to 
contract and disintegrate tissue and obliterate 
blood vessels for surgical purposes. 
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When applied to hemorrhoids, the negative 
pole produces first a hydrolytic decomposition 
and then a contraction of the tissues. Webb! 
states that electrolytic destruction of the vasa 
vasorum is highly significant. Actual oblitera- 
tion of the thrombosed mass is accomplished 
in one of two ways: it either absorbs, as oc- 
curs in any simple contusion; or, if a large, 
thin-walled hemorrhoid is treated, it ruptures, 
causing a discharge of the thrombosed ele- 
ments into the rectum. Following this, there 
is contraction of the underlying tissue, with 
hemostasis, absence of pain and rapid healing 
of the parts. 

A thorough knowledge of the anatomy of 
the rectum is necessary to understand the 
etiology, diagnosis and newer treatment of 
hemorrhoids. Figures 1 and 2 are introduced 
to refresh the memory, not to replace the 
textbooks on anatomy. 


Classification 
(Figure 3) 
Hemorrhoids are classified according to their 
point of origin and location. 
1—The internal hemorrhoid has its point of 
origin internally or above the papillary line, 
is covered with mucous membrane, and has 
its origin from the superior hemorrhoidal 
veins. It is connected with the portal circula- 
tion. 
2.—The external hemorrhoid is covered with 
skin and is located mostly external to the 
external sphincter muscle. 
3—The mixed hemorrhoid is a large in- 
ternal hemorrhoid that extends down past the 
papillary line to the external sphincter and 
has some of the characteristics of both in- 
ternal and external hemorrhoids. 
Internal hemorrhoids 


1—First degree: Do not come external to 
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Fig. 1.—Median sagittal section through the pelvis, 
showing the anal canal directed superiorly and anteri- 
orly for a distance of practically two inches. Then it 
turns at right angles and courses backward, lying on 
the coccyx and sacrum. (2) Shows the external sphinc- 
ter muscle (Toldt). 


the external sphincter during strain at defeca- 
tion or at any other time. 

2.—Second degree (Fig. 4): They are ex- 
pelled partly external to the external sphinc- 
ter during strain at defecation or by walking. 
However, they are easily returned to their 
site of origin. 

3.—Third degree: They are expelled partly 
external to the external sphincter and become 
congested, so that they can not be returned 
by the patient. 
External hemorrhoids 

1—Thrombotic. 

2.—Skin tags. 

3.—Varicose. 
Mixed hemorrhoids 

Hemorrhoids that extend from the veins 
above the papillary line to veins overlying 
the external sphincter, including a plexus of 
all three hemorrhoidal veins. 


Examination of the Patient 


A careful history of each patient is very 
important, just as if he came complaining of 
any other illness. He should be given a com- 
plete physical examination, including blood 
examination and urinalysis, which will greatly 
aid the doctor in determining the etiologic 
factors producing the hemorrhoids, and 
whether any other illness is present accom- 
panying the rectal pathosis. 

Usually a complete bowel movement is all 
that is necessary before a rectal examination, 
but if the rectum has not been completely 
emptied an enema should be given. It is ad- 
visable to wait two or three hours after the 
enema has been given before attempting ex- 
amination, as some patients require consid- 
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erable time to completely expel it. Examina- 
tion or treatment before the rectum is com- 
pletely emptied may cause contamination of 
instruments and table, and the operator will 
be unable to see the structures properly. 

A careful digital examination should be 
made, using the index finger, with a rubber 
glove or finger cot, and plenty of vaseline. 
If the anus is tender, Nupercaine ointment 
should be used in place of vaseline. Slowly 
insert the finger anteriorly and examine for 
enlarged veins, ulcers, carcinoma, polyp, and 
also the condition of the coccyx. Internal 
hemorrhoids cannot always be detected by 
digital examination; in other words, it is nec- 


Fig. 2.—The blood supply of the rectum. A portion 
of the anterior wall has been cut away to show the 
rectal columns and the internal hemorrhoidal plexus 
(Eycleshymer and Jones). 


essary to examine the rectum with a specu- 
lum in order to determine the presence and 
extent of internal hemorrhoids. It will be 
necessary for the operator to examine many 
normal rectums and many hemorrhoids of 
all types, as well as fissures, fistulae, polyps, 
tags and cases of pruritus ani, before he will 
be able to determine the normal and partic- 
ularly pathologic conditions. 

Speculum examination of the rectum fol- 
lows digital examination, and we have a spe- 
cial speculum, as shown in Figure 5. Cover 
the tip of the speculum with vaseline and 
insert it very slowly, with steady pressure, 
directly forward for about two inches, after 
which the speculum is directed back toward 
the hollow of the sacrum. Withdraw the ob- 
turator and inspect the rectum for any patho- 
ses of the colon and any sign of inflammation, 
ulceration or cancer. The speculum is then 
partly withdrawn, so that the lower part of 
its hollow extends down to the papillary line. 
If a hemorrhoid is present, it will distend into 
the gap of the speculum. They are usually 
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Fig. 3.—Schematic composite longitudinal section of 
the rectum, showing the locations of the various types 
of hemorrhoids: (A) Internal venous or varicose hem- 
orrhoid; (B) External thrombotic hemorrhoid; (C) 
Capillary, strawberry or nevoid hemorrhoid; (D) 
Mixed or intero-external hemorrhoid; (E) Skin tahs 
or tags (connective tissue hemorrhoid) (Goldbacher). 


light-blue in color, depending upon their size 
and duration. 

The size can be determined by the degree 
to which they fill the speculum, many being 
large enough to fill it entirely; medium-sized 
hemorrhoids fill the speculum to a lesser de- 
gree; and small ones protrude into it only 
slightly. To examine other sides of the rec- 
tum, reinsert the obturator to push hemor- 
rhoid out of speculum, turn the speculum 
and withdraw the obturator. If the speculum 
is turned while the hemorrhoid is prolapsed 
in the slot, it is usually painful to the patient 
and sometimes causes the hemorrhoid to 
bleed. 

At times, it may be advisable to have a 
gastro-intestinal x-ray examination—an opaque 
enema with fluoroscopy or x-ray films. Spe- 
cial examination of the gallbladder and liver 
and special examination of the pelvic organs, 
in female patients, are sometimes necessary 
in determining the presence of pathologic 
conditions in the abdomen, associated with or 
independent of the rectal pathosis. 


Equipment 

1—A galvanic machine which produces ab- 
solutely smooth galvanic current, to insure 
comfort to the patient so that he can stand 
a high milliamperage. This produces a better 
treatment in less time. If the current is rough, 
however, the patient will experience discom- 
fort and pain, and will not be able to stand 
high enough milliamperage to give satisfac- 
tory results. 

2.—A 5x8 inch pad, which should be very 
moist, or poor contact with the patient will 
result. 


3.—A galvanic needle, which comes in three 


sizes, and a handle for it. The needle is in- 
sulated with bakelite and has an insulated 
shoulder one inch long. No part of the needle 
is exposed except the tip, when the needle is 
inserted in the handle. Tips come in \%, + 
and % inch lengths, and the shoulder of the 
needle is especially constructed to hold all 
of the hydrogen gas in the hemorrhoid during 
the treatment. 

4—Rectal speculums, medium and large 
sizes. 

5.—One pair of rubber-covered cords. 

6.—Light for illumination. 

7.—Tuberculin syringe with extension arm 


Fig. 4.—Shows (A) a largs, protruding, internal 
hemorrhoid of forty years’ duration, which had to be 
replaced two or three times daily for 10 to 12 months 
previous to treatment; (C) External tags. 


and lock, to prevent needle from being pushed 
off while inserting the plunger (Fig. 6). 

8.—Antiseptic solution and cotton applica- 
tors. 

9.—A jar of sterile vaseline. 

10.—Rubber examining gloves. 

11—Record cards. 

12.—Table for examination and treatment. 

Technic 

1.—Preparation of the patient: As previ- 
ously stated, it is necessary to have the lower 
colon completely empty, so that the operator 
may see the hemorrhoids clearly and so that 
there will be less danger of contamination 
and infection following treatment. 

2.—The patient lies on the table, left side 
down and thighs flexed on the abdomen at 
practically right angles. This position is com- 
fortable and makes it possible for the opera- 
tor to obtain a good view of the rectum. 

3.—The pad, well moistened with water, is 
placed well under the buttock, so that there 
will be firm contact on the entire pad. 

4—Insert the speculum slowly. 

5.—Withdraw the obturator and have the 
generator running at zero. 

6.—Locate the hemorrhoid to be treated, 
cleansing it with a small amount of antiseptic 
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Fig. 5.—Author’s speculum inserted and being held 
comfortably by the patient, who is lying on a moist 
pad electrode. This permits the operator to hold the 
needle-holder carefully with one hand throughout the 
treatment, while his other hand is free to regulate 
the machine. 

(A) The handle rotates around the outer rim of 
the speculum; (B) four notches are made in this rim, 
permitting (C), a sliding lock, to hold the handle in 
these four positions; a pin (D) is placed inside the 
rim on the same side of the speculum as the slot. 
Thus, while the obturator is in place, the operator is 
able to determine the position of the slot. (E) Shows 
the groove in the obturator. 


solution on a cotton applicator. Insert the 
needle just internal to the papillary line; as 
this location has few sensory nerves, it should 
not be painful to the patient. 

The needle should be inserted superficially, 
1/16 of an inch beneath the mucous mem- 
brane, with the point of the needle in the 
same plane as the speculum. Hold the needle 
firmly, with its hilt pressing against the mu- 
cous membrane, in order to hold all the hy- 
drogen gas in the hemorrhoid during treat- 
ment. The needle point must not perforate 
the opposite side of point of entrance, for if 
it does so the hydrogen will escape. 

After inserting the needle, and with the 
generator running, advance the current 
slowly; in one minute it should reach 12 to 15 
milliamperes. If the current is not advanced 
slowly and turned back slowly, especially 
while turning back the last three or four mil- 
liamperes, it will produce discomfort to the 
patient. Do not allow the needle to touch the 
speculum during the treatment. If a slight 
burning or sticking sensation is present, shift 
the direction of the needle, and if it still 
continues, reduce the current one or two 
milliamperes. If pain is still present, turn the 
current back to zero slowly and discontinue 
treatment, for there must have been some 
error in inserting the needle. 

After the needle has been inserted properly, 
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and there is no pain or discomfort to the 
patient, advance the current slowly and con- 
tinue the treatment for from five to ten min- 
utes, when a color change will take place in 
the hemorrhoid. At first a light-colored bub- 
ble of hydrogen will appear around the hilt 
of the needle, after which the hemorrhoid 
will turn dark-blue. The treatment is termin- 
ated at this point by slowly turning the cur- 
rent back to zero, and the needle is 
withdrawn. If the hemorrhoid is large, an- 
other treatment may be given without with- 
drawing the speculum. 

Before treating very nervous patients, in- 
troduce the gloved finger, covered with Nu- 
percaine ointment 1 percent, into the rectum, 
dilating the internal and external sphincter. If, 


Fig. 6.—Shows a 1 ce. tuberculin syringe with 25 
gage needle inserted in a three-inch extension arm 
with a lock to prevent the needle from being forced 
off during injection of Novocain solution. 


Fig. 7.—(A) Needle holder being held by operator 
with needle in position; (B) Anterior hemorrhoids; 
(C) Hemorrhoids on left side; (D) Hemorrhoids on 
right side; (E) External rim; (F) Indifferent electrode 
under patient. B, C and D show the color reaction 
which takes place immediately following treatment. 


after the speculum is inserted, the patient 
still has some pain, I inject the hemorrhoid 
with 0.5 cc. of 1 percent Novocain solution, 
using a tuberculin syringe (Fig. 6), which has 
a special extension arm with lock. This holds 
the small needle firmly, preventing it from 
being pushed off into the rectum. 

The hypodermic needle should be inserted 
with the beveled edge toward the mucous 
membrane and just beneath it. Novocain so 
injected will produce a whitish swelling 
around the point of injection. No bleeding 
will follow the withdrawal of the needle, un- 
less it has been inserted too deeply, in which 
case there will be little anesthesia and con- 
siderable bleeding upon withdrawal of the 
needle. After injection of Novocain, the 
hemorrhoid needle is quickly inserted in the 





600 


same opening to prevent any oozing of blood 
which may follow the injection. The injec- 
tion will cause the hemorrhoid to become 
temporarily larger, but it shortens the time 
of treatment and is more effective, because 
of the increased amount of fluid in the hemor- 
rhoid. 

Protruding internal hemorrhoids are treated 
while protruding as often as possible. After 
straining them out at toilet, the patient lies 
on the table and the hemorrhoids are treated 
(Fig. 7). 

External hemorrhoids cannot be treated by 
negative galvanism, on account of the ex- 
tremely sensitive nerve supply, which would 
make the treatment very painful. 

Following treatment, the hemorrhoids are 
reinserted into the rectum by gentle but firm 
pressure by the gloved fingers of the oper- 
ator, while the patient is still lying on the 
table. Instructions are given to the patient 
to keep the hemorrhoids within the external 
sphincter. 

During previous years of my surgical prac- 
tice, I removed hemorrhoids by the clamp 
and cautery, by excision and suture, and by 
the electric cautery. However, in 1930, when 
I first began treating hemorrhoids by nega- 
tive galvanism, I found it to be far superior 
to the older methods. I have had over 300 
patients suffering from hemorrhoids since 
that time, and have treated them with nega- 
tive galvanism. To my knowledge none of 
these patients has had bad results nor recur- 
rence. 

It is remarkable that the cure of internal 
hemorrhoids frequently causes the disappear- 
ance of constipation, backache, shoulder 
pains, abdominal pains, nervousness and 
worry. 

Postoperative Treatment 

The patient is instructed to have no bowel 
movements for several hours after treatment. 
Patients have had bowel movements within a 
few hours after treatment with no bad re- 
sults, but the straining at defecation, the 
extra congestion and trauma of the mucous 
membrane of the rectum and hemorrhoidal 
tissue may produce bleeding, pain, possible 
infection, and other conditions which would 
be detrimental in the healing and repair of 
treated tissue. Though the field is sterile 
during treatment, if the needle point is in- 
serted too deeply compared to the point of 
entrance, infection is possible from the colon 
bacilli which are always present in the colon. 
Careful attention to the fine points is neces- 
sary for success. 

For patients who have well-formed stools 
or are constipated, I recommend mineral oil 
once or twice daily, so that stool may be 
easily passed. Evacuation at regular hours is 
necessary. I advise an average of three to 
four days between treatments; and the num- 
ber of treatments required varies from 7 to 10. 
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For patients who suffer from much pain 
and distress, I prescribe Nupercaine ointment, 
to be applied to the rectum after each defeca- 
tion. Hemorrhoids which come out while the 
patient is at work or at stool should be re- 
inserted immediately. If possible, the patient 
should lie down for a few minutes following 
reinsertion, so that the mass will not again 
be expelled. 

A comparison of the negative galvanism and 
injection methods may be summed up as 
follows: 


Negative Galvanism Method 


1.—No recurrence of hemorrhoids reported. 
2.—Very little discomfort. 

3.—No abscesses reported. 

4—WNo scar tissue. 

5.—Normal mucous membrane. 

6—WNo infections reported. 


Injection Method 
1.—Hemorrhoids many times return. 
2.—Much discomfort. 
3.—Abscesses have been reported. 
4.—Produces scar tissue. 
5.—Mucous membrane becomes scarred and 

hard. 
6.—Infections have been reported. 


In comparison with surgical removal, the 
galvanism method offers the following advan- 
tages, it being understood that, with the for- 
mer method, opposite or contrary conditions 
exist. 


1—Negative galvanism does not require 
hospitalization. 

2.—Negative galvanism requires no loss of 
time from work. 

3.—Negative galvanism is not painful. 

4—Negative galvanism does not ordinarily 
require anesthesia. 

5.—Negative galvanism is not followed by 
hemorrhage. 

6.—Negative galvanism is not followed by 
excessive scar tissue and, therefore, does 
not produce partial or complete stricture. 

7.—Negative galvanism is not followed by 
paralysis of the sphincter and incontinence. 

8.—Recurrence is iess likely after negative 
galvanism. 

9.—Not one death reported following nega- 
tive galvanism. 


Summary and Conclusions 


1.—Negative galvanism, properly performed, 
gives the best known treatment for internal 
hemorrhoids. 

2—It is possible for all sufferers from in- 
ternal hemorrhoids to be cured by this 
method. It is painless, does not require hos- 
pitalization and the patient is able to carry 
on with his work. 

3—The hemorrhoid needle must be held 
steady throughout treatment. 

4—The generator must be turned on and 
off very slowly. 
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5.—After two or three treatments, many 
patients state that they feel 75 percent better 
than before treatments were started. 

6.—The technic has been perfected to such 
extent that now many cases are cured which 
formerly would have required extensive op- 
erations, with hospitalization for weeks. 

7—I recommend negative galvanism be- 
cause of the probability of complete cure, with 
practically no discomfort. 

8.—I stress the importance of a thorough 
examination of the patient before treatment is 
begun. 

9—A thorough examination of the patient 
is usually not followed by a treatment at the 
time of his first visit. The first treatment can 
be given a day or two later. 
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10.—Explain to the patient, carefully and 
in detail, the procedure and how little dis- 
comfort he will experience. 
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The Prevention of Cancer 


MONG the silent and sinister economic 
leeches which sap the blood of civilization, 
few do a more thorough and tenacious job 
than does cancer. All the material which the 
world needs for the greater prevention of 
cancer is education and the opportunity to 
obtain, at a low cost, the professional or med- 
ical help for which such education calls. 
Cancer is a disease that thrives on ignorance 
and must be fought with knowledge. 


Fortunately cancer can be prevented. Some 
of the preventive measures are: 


1—The observation of scrupulous cleanli- 
ness of the skin, the mouth cavity and the 
genital canal. This means the avoidance of 
infections or, if they occur, the obtaining of 
medical treatment to cure them. 

2.—Moderation in everything concerning 
the daily life and habits, especially in the 
use of tobacco; moderate and slow eating; 
avoidance of food and drinks that are either 
too hot or too cold or too irritating, such as 
alcohol in high concentration. 


3.—The avoidance of chronic constipation 
and of the consumption of irritating foods, 
not by using cathartics but by training the 
bowel to function regularly and by acquiring 
the habit to devote a daily, regular time to 
this function. 

4.—Keeping the body in a perfect state of 
health by regular hours of rest, sleep and ex- 
ercise. One should sleep regularly eight 
hours and spend at least several hours daily 
in the open air with moderate exercise, such 


as walking, swimming, riding, golfing, tennis, 
bowling and so forth, 

5.—The periodic examination; that is, a 
yearly examination of men and women and 
the examination, in women, of the breasts and 
the genital system, especially after pregnancy 
and labor, and yearly after the thirty-fifth 
year of life. The preferable day would be 
one’s birthday as this day is not easily forgot- 
ten and such an examination is a fine birthday 
present. 

6.—The immediate reporting to the family 
physician of any lump on the body, of any 
sore that does not heal within a week, of 
any discharge or bleeding from any of the 
body openings, as the nose, the mouth, the 
genital or urinary canals and the rectum. 

The conscientious family physician will 
refer the patient to a specialist or clinic for 
an immediate correct diagnosis, after the ex- 
amination, if he cannot make it. Many con- 
ditions (probably 95 percent) will not be can- 
cerous, and those that are will be detected and 
offered the best guarantee of a permanent 
cure if immediately and adequately treated. 
Those that are not malignant can be treated 
without great discomfort and at slight expense 
and the chronic tissue changes are thereby 
removed. H.:S. 


——_———-@—___—— 


X-Rays in Herpes Zoster 
[= herpes zoster (shingles) it is my practice 
to irradiate the local skin lesions and the 
involved nerve roots with x-rays. The re- 
sults have been gratifying —Dr. J. C. Roppicx, 
of New Orleans. 
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Burns, Produced by Radio Short 
Wave and Ultra-Short Wave 
Therapy* 


T= widely circulated assumption that the 

use of condensor electrodes in short and 
ultra-short wave therapy excludes burns and 
simplifies the technic is a dangerous fallacy. 

In six cases, three each of second and third 
degree burns, the first group produced slow- 
healing blisters; the second, total necrosis of 
skin. 

Burns were produced in rats, ranging from 
edema to gangrene and loss of ears, limbs 
and tails. 

Sufficient energy, proper electrodes and dis- 
tance from the skin, absorption of perspira- 
tion, and constant control of patient and ap- 
paratus are imperative, in order to prevent 
damage and derive the benefits of short and 
ultra-short wave therapy. 


Surface Effect 


The interposition of air between electrodes 
and skin, producing an enormous loss of 
energy, forces the employment of powerful 
apparatus in order to treat efficiently; on the 
other hand, it is the surest means to eliminate 
the danger of surface accumulation of heat. 
Compared with the high resistance of the air, 
the differences between the tissues become 
very small; this makes the heating of the skin 
conform to the heating of the deep structures. 
None of the burns occurred with air gaps. 

For prevention of accumulation of heat on 
the surface, the necessity of suitable distance 
of the electrodes from the skin is evident. 
This gap should be filled put by a good in- 
sulator that does not heat up under treat- 
ment. Adjustable air gap electrodes of a 
special glass were found most satisfactory; 
next came adjustable hard-rubber electrodes. 
Soft rubber is the least desirable; it heats 
up readily, which decreases its dielectric prop- 
erties and may also develop small defects 
through which direct current flow and spark- 
ing occur. Most machines in this country, 
however, are not equipped yet with air gap 
electrodes and therefore padding must be 
used between the electrodes and the skin. 
An absorbent material, such as cotton, rubber 
sponges or tissue paper, which does not heat 
so much, is to be preferred to the commonly 
recommended felt. 


Size of Electrodes 


The smaller the electrodes, the greater is 
the density of the electric field and the 
greater therefore the heating effect. It is, 
therefore, necessary to decrease the energy 
of the apparatus or, better yet, to increase 
the distance of the electrodes from the skin, 
in treating small areas such as the fingers 
or the teeth. 


*J, A. M. A., June 1, 1935. 
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Perspiration 

Sweat contains electrolytes which transform 
the surface of the skin into a good conductor 
and decrease its resistance. The density of 
the field is therefore greater in the moist 
surface. This causes overheating and 
eventual burns. 

Control of sweating, by absorbent material 
or interruption of treatment, is therefore nec- 
essary to prevent burns. Treatment over 
clothes, advertised as a great advantage over 
diathermy, should be rejected. It is not only 
unhygienic, but dangerous. It promotes and 
at the time hides perspiration. 


The Acro-Effect 


This term designates the action of a short- 
wave electrical field on pointed parts such 
as the nose, ear lobes, finger tips, bony pro- 
tuberances such as the olecranon, tubercle of 
the tibia, spinous process of the vertebrae, 
and base of phalanges. Here the areas are 
reduced to a minimum; the concentration of 
energy therefore is at a maximum; the 
pointed parts act like antennae. This con- 
centration of current in pointed parts occurs 
even when they are in the middle of the field 
at the greatest possible distance from the 
electrodes. It is often noticed in treating 
both knees, by application of the electrodes 
at the outside of each knee, that the patient 
feels overheating first at the inside of the 
knees, owing to this concentration of the 
field in the pointed protuberances of the 
medial condyles of the tibias. The greatest 
care must be taken to protect protuberances 
in every part of the field. By proper distance 
and padding the density of the field is made 
to spread homogeneously over the whole 
treated area. The nose is made level with 
the surrounding tissues, the ears are strapped 
to the skull and the gaps between the tibias 
are filled out. 


Dav H. Kuinc, M.D. 
Los Angeles, Calif. 
——_e-—_—— 


“CyinicaL MEDICINE AND SuRGERY” continues 
to be my favorite magazine—W. B. S., M_D., 
Kan. 


—_——-_—— 


Get all you pay for. Read and use the ads. 
_——-o-—_—_—_— 


X-Rays in Arthritis 

[= hypertrophic arthritis of the spine, the 

use of x-rays on both sides of the mid line 
of the back, employing high voltage and 
heavy filtration, with doses near the point of 
skin tolerance, has given such good results, 
in the relief of pain, that the procedure seems 
amply justified—Dr. J. C. Roppicx, of New 
Orleans, in New Orleans M. & S. J., June, 
1935. 





PROCTOLOGY 
* 


ASSOCIATE EDITOR 
WituiaM A. Hincxte, M.D., Peoria, Ill. 


Pilonidal Cyst* 


By L. B. Kline, M.D., F.A.C.S., Newington, Conn. 


| N a former paper (Med. Bul. Veterans’ Adm., 
2-241), I reported 20 cases of pilonidal cyst, 
and at the present writing 15 more cases 
have been added, which brings the series up 
to a total of 35. These cases were found over 
a period of four years, among 7,000 admis- 
sions to a general hospital of the Veterans’ 
Administration. 
Etiology 

Many of the names applied to this lesion 
are of but historical interest; in fact, the term 
cyst is used in a provisional sense only, until 
the lesion is better understood. Of the ex- 
planations as to its etiology, many have been 
discarded long since. Modern studies have 
led to the development of two schools of 
thought. One proposes the neurogenic theory 
and the other the theory of ectodermal in- 
vagination. 

The neurogenic theory is based on the ob- 
servations that, in the early embryo, the 
neural tube is attached to the caudal ecto- 
derm and, as growth and development pro- 
gress, the vertebral column is thrust down- 
ward, with a relative retraction upward of 
the medullary tube while remaining in struc- 
tural contact with the skin. The tension which 
follows invaginates and imprisons the dermal 
structures. This neuro-dermal structure is 
said to be divided into two segments, The 
proximal or neural end atrophies and loses 
its neural character. The distal or dermal 
segment, on failure to atrophy, forms a tubu- 
lar or sinus structure, into which collect the 
products of dermal activity, and a pilonidal 
cyst is the result. 

There is obviously much to be said in favor 
of this theory. In dissecting out the simple 
forms of pilonidal cysts, the fibrous capsule 
of the cyst may be traced by a fibrous band, 
which merges with the structures covering 


*Published by permission of the Medical Director of 
the Veterans’ Administration, who assumes no respons- 
ibility for the opinions expressed or conclusions drawn. 


the underlying vertebral column. This struc- 
ture may easily fit into the concept of a med- 
ullary remnant, or filum terminale. Cases 
have been reported in which the pilonidal 
cyst was said to have penetrated the bone and 
invaded the spinal canal. As to that, there is 
no good reason against the concomitant ex- 
istence of a pilonidal cyst and meningocele, 
independent of organic relationship. Clinically 
we know that pilonidal cysts are essentially 
dermal structures, which here and now give 
no evidence of neural tissue. 

The proponents of the ectodermal invagina- 
tion theory dismiss as untenable the closure 
of the caudal neural tube as a factor in the 
formation of pilonidal cyst, and bring embry- 
ologic and comparative anatomy studies to 
bear in support of the contention that the 
lesion is essentially a natural down-growth 
of formative dermal structures. Recently the 
studies of Stone (Ann. of Surg., 94-317) and 
Fox (Surg., Gyn. & Obst., 60-137) have con- 
tributed materially to the support of this 
theory. Stone makes an interesting tentative 
observation relating this lesion to an evolu- 
tionary vestige of normal specialized glands, 
based on observations in comparative anat- 
omy. Fox produces photomicrographs of 
serial sections through the caudal extremity 
of embryonic specimens in various ages of 
development and presents evidence of a nor- 
mal down-growth and imprisonment of der- 
mal structures, independent of any structural 
relationship with or influence exerted by the 
neural tube. Just how the presence or ab- 
sence of neural pull could be photographed 
is not explained. He concludes that a pilo- 
nidal cyst is “a derivation of skin ectoderm, 
derived by a process of ectodermal invagina- 
tion from the skin surface, at the time and in 
the cells destined to form skin appendages 
during the third and fourth month of em- 
bryonic life.” As a result of his investigations, 
Fox proposes a revised classification of sacro- 
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coccygeal tumors, in which he classes pilo- 
nidal sinus along with dermoid cyst, as epi- 
dermic in structure and ectodermic in origin. 
I am willing to leave the evaluation of these 
theories to the pathologist and the embryolo- 
gist and, for the time, disregarding etiologic 
theories, we may define pilonidal cyst as a 
congenital anomaly composed of invaginated 
dermal structures, located in the median line 
over the sacrococcygeal juncture and charac- 
terized by the formation of a sinus tract in 
which are collected the products of dermal 
activity, with a tendency to form burrows, to 
undergo abscess formation, and to gain exit 
either through the original site of invagina- 
tion or through aberrant fistulous tracts. 


Appearance and Structure 

In its simplest, uncomplicated form, which 
clinically is quite rare, it presents on inspec- 
tion a minute, tunnel-like dimpling of the 
skin, which admits a fine probe, usually for 
a short distance only. Occasionally the probe 
may penetrate into the interior of the sinus. 
Sometimes the ostium is plugged with a tuft 
of fine hair, or secretion may be squeezed 
out by pressure from above. When the ostium 
is closed or is plugged, the pilonidal material 
collects and burrows along subcutaneous 
paths of least resistance. The small, tunnel- 
like aperture seen on inspection leads into a 
subdermal sinus filled with a grayish, gela- 
tinous or pasty material. 

A typical simple type, on removal, presents 
a lumen and a capsule one to two centimeters 
in length and a half to one centimeter in diam- 
eter. The lumen is continuous with the minute 
aperture found on inspection; fine hairs occur 
singly or in tufts; a dull-gray, pasty material 
fills the lumen, encapsulated in a fibrous 
sheath; several projections of epithelial down- 
growths may be seen penetrating the capsule. 

Microscopic examination reveals stratified 
squamous epithelium resting on dense fibrous 
tissue; a sinus tract lined by stratified 
squamous epithelium can be traced, dipping 
down into the fibrous tissue; here and there 
may be seen clumps of round cells; sweat and 
sebaceous glands, as well as hair follicles, may 
be identified in the depths; in the deeper por- 
tion of the tissue may be seen a mass of 
granulation tissue containing many giant cells 
and small bits of hair. The gelatinous mate- 
rial seen in the gross specimen is composed 
of granulation tissue, products of sweat and 
sebaceous glands and dead epithelium. 

Note should be taken of the tendency to 
epithelial down-growths or spur-like forma- 
tions, which tend to pierce the wall of the 
sinus and to spread in various directions, On 
surgical removal, the ends of these spurs 
may be left as focal points for recurrence. 

These simple pilonidal lesions may be pres- 
ent for many years, and indeed for life, with- 


PROCTOLOGY 


Clin. Med. & Surg. 


out giving symptoms or evidence of their 
presence. Being a structure which usually 
undergoes complete atrophy, one or more of 
the dermal constituents may be absent. Hair, 
while a characteristic content, is not always 
present. From this simple type, all gradations 
of severity may be found. The burrowing 
tracts, filled with products of dermal activity, 
may forge through the skin by force of pres- 
sure necrosis; or abscess formation may ensue 
from entrance of pyogenic organisms, usually 
staphylococcus albus and colon bacillus. 

The most frequent cause of conversion from 
simple to complicated type appears to be 
trauma and is the probable explanation back 
of the observed fact that approximately sev- 
enty-five percent of the cases occur in men 
and present the usual clinical picture, which 
is characterized by burrowing, inflammation, 
induration, abscess formation and multiple 
fistulous tracts which tend to drain intermit- 
tently. 

While the “home” of the sinus is always 
localized to a small area over the sacral tip, 
the burrowing may travel far afield and thus 
lead to erroneous diagnoses, common among 
which are fistula-in-ano and ischio-rectal ab- 
scess. We often find either abscess formation 
or fistulous tracts from pilonidal sinuses point- 
ing on either or both buttocks, the para-anal 
region, and the anterior perineum. The most 
severe lesion in my experience was seen 
twenty years ago in a Chinese merchant, who 
presented dense and brawny induration, in- 
volving both buttocks and the intervening 
spaces and punctured in numerous places by 
draining fistulous tracts. On first inspection, 
tuberculosis or actinomycosis was suggested. 
Operation proved the lesion to be a severe, 
spreading pilonidal sinus. 


Treatment 

The operative field is shaved the evening 
before, and an ounce of castor oil is given. 
A cleansing enema is given early in the morn- 
ing of operation. No breakfast. An hour be- 
fore operation the patient is given %4 grain 
(16 mg.) of morphine. Spinal anesthesia is 
used. Benzene is used to remove oil from 
the skin of the operative area and a double 
coating of Scott’s solution* is applied. 

The secret of success in the treatment of 
pilonidal cyst is complete surgical excision. 
In the simple, uncomplicated forms this is an 
easy task, as the whole lesion may be re- 
moved en masse by incising through healthy 
tissue down to the periosteal level. A careful 
search of the wound is made for evidence of 
burrows or spurs, usually evidenced by dark 
markings. Examination of the section removed 
will also give evidence if excision has been 


*Scott’s Solution: Mercurochrome, 10; acetone, 50; 


alcohol, 95%, 275; distilled water, 175. Dissolve the 
a in the water and add the acetone and 
alcohol. 
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incomplete. We have never found it neces- 
sary to use methylene blue as a guide or 
indicator. 

The complicated and burrowing forms are 
sometimes troublesome, because of distorted 
and indurated tissues. Here likewise, com- 
plete excision is the keynote. Be sure that 
only healthy tissue remains and sacrifice all 
abnormal areas. It is often desirable to delay 
operation to permit acute inflammatory reac- 
tions to subside. Preliminary drainage of an 
abscess may be indicated. 

The nature of the lesion determines the 
treatment of the operative wound. In the 
simple lesion or the one with inflammation 
and a small abscess localized to the “home” 
site, after removal by an elliptical excision, 
the edges of the wound may be coapted, even 
after the removal of considerable tissue, and 
reinforced by tension sutures to heal by first 
intention without drainage. The suture lines 
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Excision and Primary Suture of 


Pilonidal Cysts* 

i ERGUSON says that the controversy over 

the pathogenesis of pilonidal cysts is paral- 
leled by the lack of uniform opinion as to the 
best method for their treatment. This condi- 
tion seems to be entirely confined to the 
white race; at least, no cases have been re- 
ported in negroes. It tends to occur more 
often in fat, hairy individuals. The incidence 
of pilonidal cyst is much greater in men than 
in women. The youngest case in their series 
was nine years old; the oldest was forty-eight. 

Incision and drainage of the infected cyst 
was employed in 16 cases. In all the 14 cases 
which could be traced, recurrence followed. 

Excision of the infected cysts and packing 
of the wound was the treatment employed 
in 10 cases. All of these patients, with 2 
exceptions, were hospitalized from six to 
twelve days, averaging about eight days. The 
wound was loosely packed with plain gauze 
and permitted to heal by granulation. The re- 
sults of this method of treatment were not 
too good. The healing period was long, the 
shortest being four weeks and the longest ten 
months. In the 9 cases followed there was a 
recurrence in 5. 

In order to avoid, if possible, the prolonged 
period of postoperative dressings, an excision 
of the cyst, with primary suture of the wound, 
was performed in 24 cases. Hospitalization 
was avoided by treating these patients as 
ambulatory, all of the operations being per- 
formed under local anesthesia. The results 


*Ann. of Surg., Jan., 1935. 
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and wound are protected by vaseline gauze, 
to guard against accidental soiling, and the 
bowel is kept locked for five days. All our 
cases are kept in bed in the prone position, 
to avoid pressure trauma, and the dressings 
are held firmly by careful taping, anchored 
to the ilia and trochanters, 

In the more extensive lesions accompanied 
by tissue necrosis, a rubber-tissue drain is 
necessary. Where still more extensive exci- 
sions of fistulous tracts are necessary, includ- 
ing cases of abscess formation involving the 
gluteal and para-anal region, the wound is 
packed and healing permitted by open granu- 
lation. Even in these cases, portions of the 
wounds often permit suturing. Healing is 
usually prompt. In this series there have been 
no recurrences. Three cases were re-admitted 
with diagnoses of recurring pilonidal sinus, 
but examination revealed normally healed 
scars and no recurrence. 


have been much improved over those previ- 
ously observed. 

No attempt at radical excision should be 
made while the cyst is acutely inflamed. In 
effecting a primary closure after excision of 
a pilonidal cyst, especially in any ambulatory 
patient, it is essential to preserve as much 
normal tissue as possible. The incision should 
be made so as to excise only the skin imme- 
diately surrounding the sinus openings. The 
dissection should closely follow the outline 
of the cyst, to avoid unnecessary removal of 
any fatty tissue needed to fill the cavity. The 
entire cyst must be removed, to prevent re- 
currence. The epithelial lining may be identi- 
fied by injecting the cyst with methylene blue. 

To effect a primary closure after excision, 
especially in ambulatory patients, it is neces- 
sary to obliterate all dead space in the wound 
cavity completely. This is accomplished by 
careful closure of the wound by a layer of 
buried, fine, interrupted catgut sutures, so 
placed as to catch the entire inner surface of 
the wound. In placing these stitches it is 
especially important that the fat forming the 
lateral walls of the wound cavity should be 
caught, as well as the periosteum covering 
the posterior surface of the sacrum. The skin 
is usually well approximated when these 
stitches are tied, but tension on the wound 
edges can be further relieved and dead space 
further obliterated by the insertion of several 
silk vertical mattress sutures in the skin. 
Over the wound a pressure dressing is then 
applied. Pressure is maintained and tension 
is relieved by the application of tight adhe- 
sive strips, transversely across the buttocks. 
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Pressure is further maintained by having the 
patient lie on his back for a period of at least 
one hour after operation. By these measures, 
dead space is obliterated in the wound cavity 
and a collection of blood and serum is pre- 
vented. This is the best prophylaxis against 
postoperative wound complications. 


The first dressing is performed on the third 
day after operation. At this time the skin 
sutures are usually removed and, if there is 
any sign of an inflammatory reaction about 
the wound or suture openings, a folded gauze 
compress, moistened in 70 percent alcohol, is 
applied. It is important to hold the buttocks 
together tightly with adhesive over the dress- 
ing for a period of about seven days, other- 
wise a spreading of the wound may occur 
when the patient sits down. 

In 24 cases so treated, all but 3 were ambu- 
latory throughout their treatment. The last 
postoperative dressing was fourteen days or 
less from the date of operation in about one- 
half of the cases. All the wounds except 2 
were healed within three weeks after opera- 
tion. The wounds which healed the poorest 
were those in which drainage had been in- 
serted or in which operation was performed 
while the cyst was the seat of an acute in- 
flammatory process. There was one recur- 
rence in the group, three months after opera- 
tion. In none of the 12 cases operated upon 
more than one year ago has there been a 
recurrence. The wound had to be reopened 
in only one case because of infection. 

W. A. H. 


Treatment of Colopathies 


[= the treatment of various types of colitis, 
I have had extraordinarily favorable re- 
sults with a combination of the Salisbury 
diet and trans-duodenal irrigation, as de- 
scribed in my article in Ciin. Mep. & Surc., 
September, 1935, page 446. 

The Salisbury diet is an exclusive meat 
diet; that is, muscle beef, chopped and broiled 
to a turn, morning, noon and night, with 
about one pint of hot water one hour before 
and again two hours after each meal. This 
diet is based on the theory that carbohydrate 
fermentation is the underlying cause of colitis 
and other chronic diseases. Trans-duodenal 
irrigation is, of course, administered for the 
purpose of removing the toxic products found 
in both the small and in the large bowels. 

This method of treating colitis and other 
chronic diseases will be described in detail 
in my forthcoming book, “You Must Eat 
Meat,” to be published by Putnam’s next 
February. 


Max E. Jurre, M.D. 
New York City. 
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Cancer of the Lower Colon and 
Rectum* 


ONT, of Worcester, emphasizes that 12 
percent of all carcinomas are in the in- 
testinal tract, and of these, 70 percent are in 
the rectum; also, that 95 percent of cancers of 
the rectum are within reach of the examin- 
ing finger. Rectal cancer may be correctly 
diagnosed in 100 percent of the cases present- 
ing themselves, yet over three-quarters of 
such cases entering the hospital are consid- 
ered inoperable, usually because the growth 
is too far advanced for removal or because 
the patient seemed a poor risk for radical 
operation. 

A considerable number of the remainder 
are border-line cases, for whom the surgeon 
tries to do his best but accepts a high mor- 
tality as the cost of his efforts. In perhaps 30 
percent, the opportunity is good and the out- 
come a measure of the skill of the surgeon 
and the efficiency of his organization. Of 
every ten cases of cancer of the rectum, but 
one or two may be expected to survive the 
five-year period. It is possible, with cases 
suitable for operation, to obtain a five-year 
survival rate varying from 40 to 56 percent, 
according to the type of operation. 

Laymen must be taught to recognize the 
importance of initial symptoms, of which 
change of bowel habit, pain and bleeding are 
the chief, and to seek advice promptly when 
aware of any of them. Practitioners must 
be awakened to the significance of each 
characteristic symptom and must apply, con- 
scientiously, the diagnostic methods of ab- 
dominal palpation, digital examination of the 
rectum, microscopic and chemical examina- 
tion of the dejecta, visual examination by aid 
of the proctoscope (with biopsy studies where 
specimens are obtainable), and x-ray examina- 
tion, if the lesion is above the reach of the 
proctoscope. No time should be lost in pal- 
liative methods of treatment once a presump- 
tive diagnosis is established. The recognition 
of precancerous polyps and their effective 
treatment is no small part of this duty. 

W. A. H. 


o——_—_—— 


Vaseline as an Anal Dressing 
\A UMMERY, of St. Mark’s, is very partial 
to sterile vaseline as a dressing after all 
kinds of anorectal operations. He thinks~this 
simple dressing better than the more ex- 
pensive and more actively antiseptic reme- 
dies usually recommended. 
It keeps the dressings from sticking and 
breaking down the granulations.—“Diseases of 
the Rectum and Colon.” Lockhart-Mummery. 


“New Eng. J. of M., Nov. 8, 1934. 
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The Recognition, Surgical Treatment 
and Prognosis of Organic Lesions 
of the Large Bowel* 


R ANKIN says that, in cancer of the right 

half of the colon, physiologic disturbances 
characterize the syndrome of symptoms which 
call attention to organic lesions; while in the 
left half, obstructive phenomena are more im- 
portant. Recognition of these facts divides the 
symptoms of cancer of the right colon into 
three groups: First, the anemic group; second, 
the dyspeptic group; and, third, the acci- 
dentally discovered group. 


The anemic group represents a high per- 
centage of the whole and offers a number of 
interesting problems in diagnosis. The pa- 
tients of this group do not seek advice for 
tumors, lumps or other suspicious growths, 
but usually complain of weakness, lack of 
energy, inability to carry on with their work, 
paleness of mucous membranes, and other 
symptoms of secondary anemia. The intensity 
of the anemia is such as to cause the hemo- 
globin content to drop to, or below, 30 per- 
cent in many instances, and the number of 
erythrocytes to decrease to 2,500,000 or less 
per cubic millimeter of blood. Every pro- 
found anemia, with or without visible loss of 
blood, should suggest cancer of the right 
colon. The anemia, intoxication and weakness 
produced by a cancer of the cecum, are in 
direct ratio to the size of the neoplasm and 
the degree of ulceration and infection present. 


The dyspeptic group represents a high per- 
centage of latent, unsuspected cancers of the 
right colon, which should be distinguished 
from other organic lesions at an early period, 
and certainly can be if roentgenograms are 
taken. Usually the differentiation must be 
made between chronic cholecystitis, appendi- 
citis and “intestinal indigestion,” whatever 
that may be. Usually the symptoms are in- 
significant and bowel changes slight. 


The third group, those accidentally discov- 
ered, usually occurs in physicians or in 
women who have recently attended some 
public lecture on cancer. Fortunately, the 
symptomless tumors are in an early stage and 
the prognosis following their extirpation is 
satisfactory. 

In the left colon one looks for evidences 
of obstruction rather than for physiologic 
disturbances, for several reasons. Here the 
tumor is an encircling type of growth, which 
stenoses slowly but surely. The anatomic 


makeup of the bowel is different and the 
fecal mass is hard and formed. Progressive 
constipation is a symptom in from one-fourth 
to one-half of these cases. 


Blood in the stool, if present, is an impor- 






*Southern Surgeon, Sept., 1934. 
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tant symptom. Tenesmus is in direct ratio to 
e proximity of the growth to the rectal 
sphincter. In the final analysis the diagnosis 
of cancer of the large bowel lies with the 
radiologist. An expert radiologist, given an 
adequately prepared bowel and a cooperative 
patient, will be able to accomplish an accurate 
diagnosis in 90 to 95 percent of cases. 


With the exception of that group of cases 
in which the symptoms come on out of a clear 
sky, as acute intestinal obstruction, cancer of 
the colon may be considered as a chronic 
problem by the surgeon. The most important 
fundamental principle of preoperative prep- 
aration is decompression of the colon. Ob- 
struction is present in one of its phases in 
from 75 to 85 percent of all cancers of the 
left colon, and in about 10 to 15 percent of 
cases of cancer of the right colon. Medical 
decompression usually may be accomplished 
in a period of from three to six days. Re- 
peated washings of the bowel with physiologic 
saline solution or some antiseptic, and the 
administration of a small amount of purgative 
by mouth, unless the stenosis is too advanced, 
accomplish this deflation in the vast majority 
of cases. 


During this stage of decompression rehabili- 
tation is forwarded by feeding a diet high in 
calories and low in residue. Blood transfu- 
sions have proved highly desirable and their 
employment for other reasons than to combat 
anemia is indicated. Adequately decom- 
pressed, rehabilitated to the maximum, oper- 
ated upon by graded maneuvers, the mortality 
and outlook following successful extirpation 
of a colonic cancer is eminently satisfactory, 
when compared to the death rate and prog- 
nosis curve of other portions of the gastro- 
intestinal tract. 


While there are a great many factors in- 
fluencing prognosis in colonic cancer, it is an 
established fact that successful removal of a 
cancer of the colon is followed by freedom 
from recurrence in a larger group of cases 
than elsewhere in the gastro-intestinal tract. 
Colonic cancer metastasizes to the glands 
slowly. Thirty-four (34) percent of right 
colonic cancers and 31 percent of left colonic 
cancers show glandular involvement in the re- 
sected specimen. This is in sharp contradis- 
tinction to 46 percent of the rectal cancers 
which show glandular involvement. The aver- 
age five-year cures following removal of right 
colonic cancers with glandular involvement 
was estimated, in a series studied in 1932, at 
38 percent, while in those in which there was 
no nodal involvement the average was 66 per- 
cent. An average of the five-year cures was 
57.6 percent in the right colon, and 51.3 per- 
cent in the left colon. The operative mor- 
tality in this group averaged 10 percent. 


WA. 





A LIVING FOR THE DOCTOR 


(The BUSINESS of Medicine) 


The Doctor's Problem of Adjustment 


O other class of intellectual workers has 

suffered as much from the present busi- 
ness depression as have physicians in general 
practice. While the general health of the 
people has been remarkably good during the 
past five years, still there has been plenty 
of work for doctors willing to do it and wait 
indefinitely for their pay. In the larger cities, 
many doctors have been and still are on relief. 
In the towns and villages few have resorted 
to this expedient of adjustment. Pride would 
not permit it, in the first place; and again, 
country doctors can get along somehow, when 
the overhead is low and fees can often be 
collected in kind, such as half a pig and a 
few bushels of potatoes. 

The remarkable trend toward socialized 
medicine concerns the urban doctor, perhaps, 
more than his country and village confrere. 
In many cities the schools, the fire and police 
departments, and often the water, street and 
park workers, are under publicly-paid med- 
ical care. And then, what an inroad the 
public clinics have made into the doctor’s 
economic environment! Even in the outlying 
regions of mines, lumbering and railroads, the 
workers are cared for by physicians employed 
by the owners of industry. Then the insur- 
ance companies step in to assume the care of 
their policy holders. So all this socialization 
movement has gone along until now it is 
stated by good authority that 20 percent of 
the doctors are doing 80 percent of the work. 
These may not be exact figures, but the trend 
is surely in a direction that makes it harder 
every year for the general practitioner to 
collect an adequate income from his labors. 

It is said that doctors have open minds. I 
have often thought that their minds were too 
open—the wind blows right through them. 
They drift along, hoping to keep things just 
as they are or have been, and that the re 
turn to former conditions is “just around the 
corner.” There is so much now around that 
corner that it must be a crowded locality. 

If the readers of the CiinicaL MEDICINE AND 
Surcery will use their open minds, I have a 
message for them. It is a message I have been 
sending out for the past twenty years or more, 


yet only some 2,000 doctors have had busi- 
ness acumen enough to accept it and put it 
into practice. The message is this: Learn to 
do something distinctive, and then render 
that service under the stated fee plan. 


Here are some of the things that the general 
practitioner can learn to do that are distinc- 
tive and for which adequate fees may be 
collected: 


Proctologic work by ambulant methods. 


Varicose vein treatment by the injection 
method. 


The injection treatment for hernia. 

The injection treatment for hydrocele. 

Colonic therapy and dietetics. 

Applied endocrinology. 

The modern treatment for skin diseases, in- 
eluding skin cancer. 

Fever therapy, sometimes termed “plas- 
matic” therapy. 

This is not all the list, but is enough to 
serve well any doctor who is awake to 
economic conditions as they are. For exam- 
ple: Nearly every case of rectal disease, such 
as hemorrhoids, fistula, abscesses of all types, 
pruritus ani, fissures, fibrous growths, etc., 
can now be treated successfully in the office, 
without bed confinement and without loss of 
time from the patient’s usual daily program. 
For this work, stated fees can be collected, 
ranging from $25 and $50, up to $200 or more, 
when ability to pay and the work to be done 
are considered. 

How can the village doctors, whose people 
are accustomed to paying them a dollar or 
two for an office call, revamp and revise 
their service to earn and collect such sizable 
fees? It can be done, and the 2,000 doctors 
I have mentioned have done it and are doing 
it. Granted that it requires the proper 
psychologic approach, tact and business 
finesse, is there any good reason why the 
doctor should not be a good business man? 
All service sellers must be salesmen; yet the 
doctor doing these distinctive things need be 
no less the physician than when doing his 
bedside work. It has surprised many doctors 
to find how much this special work had en- 
hanced their reputation in their communities, 
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for skill and professional ability. It has also 
surprised many to discover how appreciative 
people are for service well done and for 
which they have made adequate payment. 

Cure a patient of protruding piles, without 
surgical incision and without hospitalization, 
and you will have one of the grateful ones. 
From such will radiate waves of good influ- 
ence that often reach surprising lengths. 

How may the general practitioner learn to 
do these things that make sizable fees pos- 
sible? First, there are the books. Next there 
are teachers. Some need only the first while 
others need both. Most of all, the average 
doctor needs clinical and surgical acumen 
from long experience in general practice; he 
needs business gumption and a small measure 
of that quality called temerity; he must have 
prowess, self-confidence and a heart filled with 
the milk of human kindness. 

It would not be possible, in a short paper 
like this, to outline the principles and technic 
of office proctology. Several sizable volumes 
have been published on this subject. This is 
also true of the other items on my list. Every 
community has hundreds of people needing 
and waiting for this service. Doctors who 
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are ready to render these services will have 
no trouble about adjustment to their economic 
environment. They can laugh at depressions 
and wait calmly and murmur not until the 
social order is so changed that medicine will 
become a collective social service. 
Cuartes ELTON BLANCHARD, M.D. 
Youngstown, O. 


[We wish to express hearty agreement with 
Dr. Blanchard’s thesis—that the physician 
who will qualify himself to do good work, 
and then have the courage and self-confidence 
to charge good fees for doing it, will be the 
master of his own economic destiny. 

We have long advocated the stated fee for 
the treatment of all chronic conditions, med- 
ical or surgical, in which the medical attend- 
ant can form any reasonable idea of the time 
and effort which will be required; and we 
believe (though Dr. Blanchard has not sug- 
gested it directly) that this fee should be 
collected in advance, for the sake of the pa- 
tient, even more than for that of the doctor. 

Comments along this line, from our readers, 
will be welcome.—Eb. | 
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The History of Charity Stamps 


ACK in the mid-Victorian days, “post 
office” was a popular parlor game quite 
approved by sedate mammas and grand- 
mammas. Probably from some such game 
as that came the idea for the charity 
stamp, with which the young women 
of the 60’s collected goodly sums of 
money for the Sanitary Commission. 
The charity stamps were sold by the 
belles of Northern cities to provide 
hospital treatment for wounded sol- 
diers, and there are stories that the 
face value of the stamps was some- 
times augmented by the wiles and 
coquetry of the attractive salesladies. 
Be that as it may, the idea of 
stamps or similar devices, as aids in 
promoting social or philanthropic 
work seems to have fallen pretty 
much into disuse after that period, 
although here and there it cropped up 
in isolated places. The earliest record that we 
have of devices of this sort being used in con- 
nection with tuberculosis work is a stamp 
sold in New South Wales, in 1897, for a tuber- 
culosis hospital. In Portugal and in certain 
other places around the world, the idea of 
augmenting the regular government postage 
by adding a small amount for some particular 
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charity, or by selling some sort of charity 
stamp, as was done in the Civil War, seems 
to have been tried, but in no instance did the 
idea get a foothold and continue to develop. 

It was not until the middle of the first 
decade of this century that the charity stamp 
idea really took root and we began 
to see this new device contributing 
to particular forms of philanthropic 
work, especially to tuberculosis work. 

Two men of Danish extraction, 
one a citizen of Denmark and one an 
American citizen, gave birth to what 
is now known as the American tu- 
berculosis Christmas Seal and to 
the development of similar charity 
stamps on a wide scale throughout 
the United States and other coun- 
tries. Einar Hoelbell, a Danish pos- 
tal clerk, conceived the idea of using 
a seal or stamp in addition to the 
regular postage stamp, as a means 
for raising money for a children’s 
tuberculosis sanatorium and, in 1904, 
with the aid of the Danish King and 
Queen, the first of a long series of seals of 
this character was born. Jacob Riis, an 
American Dane, first called attention to the 
idea in this country. Miss Emily P. Bissell, 
a plucky little woman in Wilmington, Dela- 
ware, gave the seal its American christening 
in 1907, when she sold the little health stick- 
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ers for the first time in the United States, to 
help provide care and treatment for patients 
in a tuberculosis sanatorium on the banks 
of historic Brandywine Creek. 

It wasn’t long before the idea took hold 
and in a few years the Christmas Seal be- 
came a regular holiday feature. Today peo- 
ple look forward to Christmas Seals as they 
look forward to Christmas bells, Christmas 
holly and Christmas carols. The double- 
barred cross Christmas Seal, with its cheery 
picture and its message of help and health, is 
known to almost every man, woman and 
child in the country. This year’s seal shows 
a girl of the 1860’s putting a letter in a mail- 
box. 


Not only in the United States but around 
the world has gone the idea of the charity 
stamp. The dream of Einar Hoelbell, that 
his device might help to rout tuberculosis, is 
rapidly becoming true. In more than 40 
countries Christmas Seals and tuberculosis 
stamps have been sold and in many other 
countries charity stamps are being sold at 
various times during the year for other 
causes. Government patronage has been ex- 


tended to these little messengers of helpful- 
ness in a score of different countries and as 
you buy your little Christmas Seals this 
year to help fight tuberculosis in your town, 
in your state and in your country, don’t forget 


that around the world millions of men, women 
and children are buying similar stickers to 
do their part to control tuberculosis or to 
help some sufferer in their particular coun- 
tries and cormmunities. 

And so from the kisses of the “post office” 
days to the children’s health camps of today, 
from the charity stamp of our grandmothers 
to the tuberculosis nurses and tuberculosis 
associations of today, is not such a far cry. 
We carry on and hold aloft the torch which 
they lighted, and evermore do we keep it 
burning brightly. 

Puitie P. Jacozs, Ph.D. 

New York City. 


o—_—_——_- 


The Advertisements are NEWS! Read 
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I consider CirnicaAL MEDICINE AND SURGERY 
the best of the four medical journals that 
come to my desk regularly. Keep it as it 
now is and has been for some years. I have 
all my back copies and refer to them fre- 
quently.—J. C. B., M.D., Texas. 
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Warbasse: The Doctor and the 
Public 


T= DOCTOR AND THE PUBLIC. A Study 
of the Sociology, Economics, Ethics, and 
Philosophy of Medicine, Based on Medical 
History. By James Peter Warbasse, M.D., 
author of “Surgical Treatment,” “The Con- 
quest of Disease,” “Medical Sociology,” 
“Cooperative Democracy,” etc. Illustrated. 
s506 York: Paul B. Hoeber, Inc. 1935. Price, 

5.00. 

Much has been written in the past on the 
subject of medical economics, but never, to 
the reviewer's knowledge, has the subject 
been presented in one volume so completely 
and in such an interesting and logical man- 
ner. One is surprisingly pleased on reading 
the book to find an author capable of pre- 
senting ordinarily colorless historical knowl- 
edge and economic and social ideas in such 
a fascinating and readable style. 

As a basis for his later discussions on the 
social aspects of medicine, Dr. Warbasse has 
devoted the first chapters of his work 
entirely to history of the medical sciences, 
thus giving to the reader an understanding 
of the background of the subject matter 
which is so essential to the complete under- 
standing of any social or economic problem. 
The outstanding leaders in medical science 
are introduced in chronologic order, and 
their abilities, methods and characteristics 
elaborated upon as to their influence on the 
trend of medical thought, as are, also, the 
many other influences, such as religion, po- 
litical thought, and environment. 


After reading this review of the evolution 
of the science, one is prepared to grasp and 
mentally digest more completely the text of 
the following chapters on the social aspects 
of modern medical science. In these chapters 
a study of the social, economic, ethical and 
philosophical factors of medicine are pre- 
sented. Medicine as a profession is discussed 
at great length and the profession in all its 
relations to society are dealt with. Among 
the many problems treated on are: schools, 
political aspects, socialized medical practice 
in many of its forms, disease prevention 
methods, birth control, public health educa- 
tion, and the relation of the individual doctor 
to the profession and to the rest of society. 

No physician can afford to deny himself the 
broad background for consideration of the 
serious problems now facing the medical pro- 
fession, which this delightfully written book 
will give him; and no one can read it without 
being a better-informed human being. 


R.C. 





THE SEMINAR 


"A MONTHLY POSTGRADUATE COURSE" 
* 


(NOTE: Our readers are cordially invited to submit fully worked up 
problems to the Seminar and to take part in the discussion of any or all 
problems submitted. 

Discussions should reach this office not later than the 5th of the month 
following the appearance of the problem. 


Address all communications intended for this department to The 
Seminar, care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) a=™ 


Problem No. 10 (Medical) 


Presented by Dr. Chas. L. Nutzman, 
Harvard, Neb. 


(See Cun Mep. & Surc., Oct., 1935, p. 510) 


RR ECAPITULATION: A man 21 years old, 
with no significant history of record, sud- 
denly developed severe, watery diarrhea (up 
to 20 stools a day), with lower abdominal pain 
and tenesmus. Under treatment, the stools 
were reduced to 4 or 5 a day, but the pain 
persisted. Seven (7) months later, the symp- 
toms recurred in full force. 

Examination showed general tenderness 
over the abdomen, especially in the lower left 
quadrant, with a reddened rectal mucosa on 
which swabbings showed blood and mucus, 
but no definite ulcers. There was a moderate 
secondary anemia and moderate leukocytosis 
(12,800), with a normal differential count. 
The stool showed blood and mucus, but noth- 
ing else of importance except hemolytic and 
green-producing streptococci. The Wasser- 
mann and Kahn tests were negative. 

Requirements: (1) Suggest diagnosis and 
treatment, giving reasons; (2) what, if any, 
further examinations should be made to clear 
up the diagnosis? 


Discussion by Dr. J. S. Lankford, 
San Antonio, Texas 

Where shall we go for an explanation of 
this interesting case if not to the immense 
field of morbidity produced by the ameba? 
This disease, formerly considered tropical, has 
spread all over the United States and is a 
serious problem. Active commercial relations 
with the Central and South American Re- 
publics, and particularly the human move- 
ment in the building of the Panama Canal, 
scattered this infection everywhere. Not so 
long ago two infected hotels in a great West- 
ern city, at the time of a Centennial celebra- 
tion, spread the infection to thousands of 
communities. Very often the disease is not 
recognized, especially the obscure cases. 
Certainly we cannot expect to find an expla- 


nation of this case in chronic dysentery, in 
lienteric diarrhea with a dysenteric tendency, 
in that formidable bowel trouble we meet 
with in tuberculosis, nor in explosive periods 
of spastic colon. 

The Doctor has gone deeply into the ques- 
tion of diagnosis, both in laboratory and 
clinical investigations; but we have to keep 
in mind the peculiar habits of the ameba. It 
may be that, in the first spurt, the ameba 
was not suspected, and frequent laboratory 
investigations were omitted when the condi- 
tion was acute and active. After such period 
it may be extremely difficult to locate the 
ameba without repeated examinations of 
warm stools, over a long period of time. It is 
tedious work and disappointing. The ameba 
may nest in the gallbladder, or even in the 
ductus communis choledochus, and time after 
time send off colonies. The appendix is a 
favorite nesting place and may be a constant 
feeder to the colon. Even the pancreatic duct 
may become a breeding place; and where 
there is stasis, with infrequent or incomplete 
movements of the bowel, they may occur in 
great numbers in the cecum or in the descend- 
ing colon or sigmoid. 

The patient may enjoy reasonable health 
without special difficulty for some weeks, 
and then there may come a sudden dysenteric 
spell, or dysentery alternating with constipa- 
tion. Deep pressure will probably reveal 
tension and tenderness in the spots mentioned, 
but it may be a question of everlasting work, 
keeping at it for several months, to find the 
ameba. It should be remembered that when 
amebic dysentery is fairly well established, 
it favors colon bacillus and other infections. 

Amebic dysentery is such a distressing 
chronic condition that it is worth persistent 
effort and profound study to prevent the pa- 
tient from having a lifetime of trouble. If we 
may assume that this is amebic dysentery, 
though we are unable to prove it, then the 
usual treatment for that trouble should be in- 
stituted: Emetine; Alcresta (ipecac) tablets; 
Stovarsol (acetarsone) or other arsenical 
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preparations. If arsenic does not agree and 
unfortunately leads to an urticarial rash and 
other evidences of poisoning, thiosulphate of 
soda is a specific for correction. Daily hot 
enemas of a 1:3,000 solution of quinine, for 
a week at least, are advisable; then every 
other day for two weeks; then once a week 
for many weeks. Of course the diet and 


other hygienic measures should be remem- 
bered. 


Discussion by Dr. John Clark, 
Longton, Kansas 

This case gives us unmistakable evidence 
of colitis; but what sort of colitis are we deal- 
ing with? The laboratory report answers 
this question. Two kinds of bacteria were 
found: green-pus producing and hemolytic 
streptococci. These form a team hard to man- 
age in any case, due to several important 
factors. 

The first factor is food. A bland, non- 
irritating diet, leaving little residue, must be 
strictly followed. Any deviation from it will 
result in a relapse of the condition. Such a 
diet must be given in ample quantity. The 
rapid emptying of the bowel rapidly depletes 
the vital forces. It is, therefore, of prime im- 
portance, regardless of the type of colitis, to 
force suitable food upon these patients. 

Another factor in colitis is the endocrine 
glands, though little is known about them in 
colitis. The history of this case does not 
point to them, as yet. There is a leukocytosis 
of 12,000. This points to the inroads that are 
being made on the vital reserves. The adrenal 
function will be among the first to suffer in 
this depletion. A long train of symptoms will 
develop, and these will be hard to control. 
There will be changes in the upper intestinal 
digestion. The pancreas should be watched, 
because the loss of weight and strength which 
would go with 15 or 20 bowel movements 
each day would naturally reflect a drain on 
the entire system. Pancreatic digestion starts 
after the food leaves the stomach. Increased 
peristalsis hurries the food through the upper 
bowel before there is time either for diges- 
tion or absorption. We know that, for a time, 
increased stimulation of an organ will give 
increased results. Then, when toleration has 
been surpassed, the condition becomes in- 
tolerable and we have rebellion and then 
collapse. 

Allergy is an important factor in colitis. 
Susceptibility to drugs (“a few highballs”) 
and a long list of other influences play a 
large part in this disease. Search must be 
made, in each case, for the offending sub- 
stance. 

The patient will probably receive auto- 
genous vaccine made from the streptococci 
found in the stools. He may or may not 
improve from them. Vaccines fill a particular 
need, but when that need is met they can do 
no more good, and must have help. In 
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small doses, castor oil will detoxicate both 
the pancreas and liver. It acts directly on the 
cells of each organ. The stimulated cells 
begin at once to empty out the toxic material 
they are each trying to detoxicate. Thus we 
do not allow the liver and pancreas to over- 
work themselves in the fruitless effort of 
detoxicating the blood. For three or four 
days, castor oil must have help to do this, 
and fluid extract of opium, in appropriate 
doses, must be given with each ten drops of 
castor oil, to quiet the exceedingly active 
bowel action. Give them together, in heroic 
doses for the first twelve hours, then rapidly 
reduce the dose. After the bowel quiets down, 
small doses of castor oil alone, night and 
morning, will be enough. Then, when the 
blood count approaches normal, begin using 
the vaccine, but be sure that the liver and 
pancreas are fairly normal before doing so. 
In this manner the prime action of treatment 
will be accomplished. 


Discussion by Dr. Geo. B. Lake, 
Waukegan, Il. 


On the conditions as reported, this looks 
like a case of ulcerative or mucous colitis, 
probably the former. A much more complete 
history, including psychic factors, should be 
taken. A complete gastro-intestinal x-ray 
study should be made, to eliminate neoplasm 
and tuberculosis. Sigmoidoscopy might show 
something helpful. The leukocytosis suggests 
an infection, which should be thoroughly 
studied. 

If, as seems probable, this is a case of 
ulcerative colitis, the patient should be put 
to bed, kept warm and given a reasonably 
ample, low-residue diet with plenty of vita- 
mins, especially B. 

By mouth, I should probably give either 
Metaphen in agar, or Karicin, or possibly 
alternate them every week. Along with this 
medication it would be well to try intra- 
venous injections of hydrochloric acid, 1:1,000, 
10 cc, every second or third day; or intra 
muscular injections of Edwenil, or of 
Omnadin, Activin, or one of the other non- 
specific proteins or colloidal heavy metals, 
which stimulate the leukocytes, beginning 
with small doses and repeating every two or 
three days. It might be well to have an auto- 
genous vaccine made from the organisms in 
his stool, especially the streptococci, and try 
that, if the other measures fail. 

If no good results follow the treatment sug- 
gested, it would be a good plan to try colonic 
lavage, with physiologic saline or astringent 
and antiseptic solutions, like those of the 
silver salts, or possibly, as Ferguson suggests, 
with a quart or two of a 1:250 solution of 
hydrochloric acid. 


Closing Discussion by Dr. Nutzman 
On Jan. 12, 1935, an x-ray study was made, 
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using a barium meal and enema. The roent- 
genologist’s report follows: 


“The barium mixture passed to the stomach 
without interruption and the stomach was 
normal in size and position and regular in 
outline; some residue was present in the 
stomach at the normal emptying time; the 
duodenal cap filled irregularly and emptied 
on pressure. The colon was well filled at the 
4% hour period and the haustra markings 
were very prominent, particularly through 
the transverse colon. At 24 hours the colon 
was largely empty and a ribbon-like mass of 
mucus was seen throughout the descending 
colon. At this time a clysma was given. The 
colon filled rapidly, was narrow in diameter 
and the ileocecal valve was not patent; haus- 
tra markings were not present in the left 
half of the transverse colon and irregular 
contractions were shown throughout the de- 
scending colon, which was mottled in appear- 
ance; at five hours, evidence of mucous in- 
flammation was present; the appendix was 
not seen. Radiographs confirm the above find- 
ings. Conclusion:—The duodenal distortion 
does not show present activity of ulceration. 
In my opinion, definite evidence of ulcerative 
colitis is present from the splenic flexure 
downward, and simple colitis is indicated in 
the transverse colon—L. W. Rork, M.D.” 

From Oct. 20, 1934, onward, the patient 
was kept in bed for 8 weeks, on Bargen’s 
diet, and received intramuscular injections 
of colloidal manganese three times a week for 
three weeks, and bismuth subintrate, by 
mouth, until a nitrite reaction occurred at 
the end of the second week. The clinical 
improvement was slight. 

Since that time he has been receiving intra- 
venous injections of hydrochloric acid, 1:1,000, 
two or three times a week, and three dessert- 
spoonfuls of Karicin daily. Bargen’s vaccine 
was also tried, but when a dose of 0.8 cc. was 
reached an abscess developed and the injec- 
tions were stopped. The patient felt that they 
did him some good. 

While in bed, the man lost 15 pounds in 
weight, but since getting up there has been 
no more loss. His appetite is much better; 
the stools are much fewer in number (4 or 
5 a day) and better formed in the morning, 
with a marked decrease in gross blood and 
absence of all pain. I am still continuing the 
injections of hydrochloric acid. 

_—_——e-—____——_ 


Problem No. 12 (Surgical 
Presented by Dr. Gustavus M. Blech, 
Chicago 
- February, 1935, I was summoned by a 

colleague to come prepared to perform an 
emergency laparotomy for intestinal obstruc- 
tion. 

The patient was a farmer’s daughter, about 
19 years of age, who had been in good health 
until two years previously, when she had an 
attack of pain in the right lower quadrant of 
the abdomen, which was diagnosed as a mild- 
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grade appendicitis. The pain disappeared 
after a few hours and there had been no re- 
turn of the attack. Two nights before I saw 
her, the family physician’ was called to see 
her because she had difficulty with her 
bowels. The next morning it was found that 
her abdomen was greatly distended and that 
laxatives and enemas had failed to produce 
any effect. The only other doctor in the small 
farming village was called in and both de- 
cided that there was organic trouble, one 
thinking of invagination, and the other of 
possible tuberculosis of the mesentery. When 
by noon high enemas had failed to release 
even flatus, both physicians suggested the 
advisability of calling a surgeon. On the 
second morning (Feb. 14), at 6:00 A.M., there 
was, if anything, still greater distention of 
the abdomen, and there had been no escape 
of flatus or feces. We three saw the patient 
at 9:15 A.M. 

The immediate impression of the patient 
was that of a robust country girl, not at all 
gravely ill and without the least suggestion 
of a tuberculous habitus. The abdomen was 
greatly distended, but surprisingly soft. No 
tumor mass could be palpated. Superficial 
and deep palpation of the entire abdomen, in- 
cluding the right flank, elicited no sensitivity. 
The patient stated that at no time had she 
had any pain. She had, however, a desire 
to micturate, but could not pass any urine. 
A careful general physical examination dis- 
covered no abnormalities except a heavily- 
coated, moist tongue and a temperature of 
99° F. 

On flexing the right leg, no sensation was 
felt in the abdomen, but on releasing the limb 
it appeared to fall down on the bed. The 
patient was asked to hold the leg while semi- 
flexed, but could not do it. The same phe- 
nomenon was not brought out with the oppo- 
site limb. The right patellar reflex was 
diminished, as compared with the left. All 
other reflexes were normal. The Babinski 
reflex could not be elicited. Tests for heat 
and cold proved somewhat unsatisfactory, be- 
cause the patient was a little slow in answer 
ing, but otherwise differentiated between 
glasses partly filled with hot or cold water. 
This test to the abdomen was negative. Re 
examination of the head and examination of 
the spine and sacrum revealed no evident 
abnormalities. Urine, secured by catheteriza- 
tion of the enormously filled bladder, showed 
nothing more abnormal than phosphaturia. 

Her last menstruation had taken place on 
February 3 to 6. Although, on inquiry, the 
patient had denied any nausea or vomiting, 
she did show a slight attack of a nausea 
during the physical examination. 

A direct question as to whether she had 
sustained a blow or other trauma was not at 
once answered. As the patient appeared to 

(Continued on Page 618) 
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Giemsa’s, the All-around Blood Stain 


T= purpose of this article is to bring out 
two or three modifications of the Giemsa 
staining technic, and at the same time point 
out the advantages of this stain in routine 
blood examinations. 

The superiority of this stain over Wright’s 
is so evident, on trial, that I doubt if any one 
who ever uses it will change back. The cost 
per ounce of stain is greater, but the cost per 
slide is much less, as only two or three drops 
of Giemsa’s stain are used. The precipitate 
which is often so troublesome in Wright's 
stain in malarial examinations is absent. Its 
value as a leukocyte stain is equal to Wright's, 
and it produces almost exactly the same 
leukocyte colorations. 

The only disadvantage of Giemsa’s stain 
with respect to Wright’s is that it is left in 
contact with the slide from twenty to forty- 
five minutes, and this does not amount to 
much. As a matter of fact it is often an ad- 
vantage, because the preparation is not ruined 
if one forgets it for awhile after the staining 
time is up. I have stained slides for two 
hours without any ill effects. I only wonder 
that it is not used exclusively, when we con- 
sider that Todd and Sandford! and Gradwohl? 
recommend it as the best stain for parasito- 
logic work. 

It is necessary to buy Giemsa’s stain of a 
reputable dealer. I prefer to dissolve my own 
in half-ounce lots, but a good solution can be 
purchased. Gradwohl advises fixing slides 
in a jar of methanol, but I find that better 
results are obtained by flooding the slide with 
fresh C.P, methanol from the bottle, avoiding 
the sediment which must accumulate with 
re-use. 

I use two drops of stain to approximately 
2 cc. of water for staining, and stain forty-five 
minutes, unless I am in a hurry. In the latter 
case, three drops of the stain are used and 
the time reduced to twenty minutes. 

The usual method of applying such a small 
quantity of stain is to flood the slide, which 
permits any precipitate to settle on the blood 
film. I invert my blood slide over a blank 
slide, separating them by toothpicks or match- 
sticks. The staining solution is spread and 
held by capillary attraction, and any precipi- 
tate will settle on the bottom slide. When 
staining is finished, the staining fluid is dis- 


placed with wash water before the slides are 
separated. 

Besides the use of Giemsa’s stain in differ- 
ential blood-cell counts, parasitologic studies, 
and (hot) as a spirochete stain, I find it ex- 
cellent in making a modification of Toisson’s 
fluid. I make the base fluid, which is 4 per- 
cent sodium chloride, 4 percent sodium sul- 
phate decahydrate, 15 percent glycerol, and 
80.5 percent water. When needed, I filter 
about 1.0 cc. of this into a test tube and add 
two drops of Giemsa’s stain. This colors the 
nuclei of the leukocytes so that red and white 
cells may be counted in the same prepara- 
tion, in accordance with Bass’s method’. I 
find that, by letting the preparation remain 
on the slide about twenty minutes, one can 
make a reasonably accurate differential count, 
and this fact might be of use where routine 
malarial examinations are not made at the 
same time as a differential count. 


References 


1.—Todd & Sandford: “Clinical Diagnosis by Lab 
oratory Methods.” W. B. Saunders. 1935. 

2.—Gradwohl: “Laboratory Technique.” C. V. 
Mosby Co. 1935. 

3.—Bass & Johns: “Laboratory Diagnosis.” The 


Williams and Wilkins Co. 
W. S. Gmrom, MS. 
Lake Providence, La. 
ee 


Infections of the Urinary Tract* 


AUrmoucH focal infection throughout the 
body has been blamed as a source of the 
infected urinary tract, yet from my clinical 
observation I am led to believe that in the 
future the large intestine will be recognized 
as a prominent source of the infection. In 
women the cervix and urethral glands should 
be carefully investigated. 

Presentdlay management of infections of 
the urinary tract has recognized the impor- 
tance of identifying the infecting organism. 
Considerable experience has shown that the 
examination and diagnosis, in the vast ma- 
jority of patients, is so simple as to require 
only a modest office laboratory equipment. 
The visual examination of the urine, using 
the two-glass test in the male and the cathe 
terized specimen in the female, is the first 
step. The microscopic examination of the 
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centrifuged sediment of the second glass in 
the male and the catheterized specimen in 
the female includes, first, an examination with 
the high, dry lens of the microscope and, sec- 
ond, the examination of the gram-stained 
preparation with the oil-immersion lens. Cul- 
ture of the urine is usually unnecessary. 

Treatment is mainly by the strict ketogenic 
diet. After three or four days of the diet, if 
there is evidence of a satisfactory ketosis, but 
the acidity of the urine is above px 5.2, an 
attempt must be made to increase the acidity, 
in order to fulfill the requirements for a satis- 
factory result. For this I have favored am- 
monium chloride. When three urine sediment 
tests show that the bacillus is apparently no 
longer present, the treatment may be discon- 
tinued. The most conclusive final test is a 
urine free from bacilli after the patient has 
returned to a general mixed diet and the 
ketone bodies have disappeared from the 
urine. 

Anson L. Criark, M.D. 
Oklahoma City, Okla. 


A Urinary Test for Pregnancy* 
{Methylene Blue) 


Abour two years ago I read, in Richard 
Weiss’s “Intersuchungen-methoden zur 
clinischen Diagnostick,” of a urinary test for 
pregnancy and thought I had found some- 
thing new, but soon learned that it was being 
used in some of our larger hospitals. 

It seems that about five days after the be- 
ginning of pregnancy there is a marked in- 
crease in the activity of the pituitary gland, 
which throws off a large quantity of its secre- 
tion into the blood stream. In turn it is ex- 
creted in the urine. If this urine is injected 
into rabbits, in about ten days there will ap- 
pear a marked congestion of their ovaries. 

This is certainly a great improvement over 
the test used by Abderhalden; also the B. D.C. 
method. Yet there are a great many physi- 
cians who do not have the facilities for mak- 
ing this test; neither is it convenient for them 
to send it to the laboratory. 

With this in mind I set about finding some 
chemical means of detecting the pituitary 
secretion in the urine. An extract of the 
pituitary gland was prepared according to 
the U. S. P. formula and a small quantity 
mixed with normal urine. After trying a 
great variety of chemical reagents and stains, 
I found that a weak solution of methylene 
blue would turn the mixture green, while 
urine that had not been treated with the ex- 
tract turned blue. I later tried it on a num- 
ber of samples of pregnant urine with the 
same result. 

I obtained the best results with the follow- 
ing: To 10 cc. of the woman’s urine 2 drops 
of a 1 to 1,000 watery solution of methylene 
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blue are added. If the woman is pregnant, 
the mixture will turn green; if not, it will 
turn blue. 

I will be glad to hear from any one who 
cares to take the trouble to try the test. 

F. L. Jackson, M.D. 
Westbrook, Maine. 
—_——-e————_ —_ 


Intracutaneous Vaccination 


[N 1931-32, Dr. Louis Tuft reported highly 
satisfactory results in immunizing against 
typhoid by injecting the vaccine intracu- 
taneously, using doses one-seventh the size of 
those given intramuscularly or subcutane- 
ously (see J. Immunol., 1931, 21, 85; J. Lab. 
and Clin. Med., 1931, 16, 552; and J. Inf. Dis., 
1932, 50, 98). The severity of the local and 
constitutional reactions was reduced to a de- 
gree corresponding quite closely to the reduc- 
tion in the size of the doses; while the anti- 
body production was equal to that produced 
when the vaccine was injected by the older 
routes. 

At the meeting of the Association for the 
Study of Allergy, at Atlantic City, N. J., 
June 10, 1935, Kern, Crump and Cope re- 
ported that similar conditions have been 
found to obtain with alum-precipitated diph- 
theria toxoid, and expressed the well-consid- 
ered belief that a single intracutaneous 
injection of this toxoid, in a dose one-tenth 
that usually given subcutaneously, will pro- 
duce equally good active immunity, with far 
less unfavorable reactions. This is especially 
important when immunizing allergic persons 
or those more than eight years old, though 
in younger children the larger, subcutaneous 
doses of toxoid rarely or never produce un- 
desirable reactions. 

It seems probable that further study will 
prove the value of this method in the use 
of other actively immunizing agents——Bul. 
Lederle Labs., Oct., 1935. 


- -—-@——_- - - 


Blood Pictures in Infections* 


[™ all toxemias and infections, the first thing 
that occurs is a destruction of a certain 
number of leukocytes, with a short period of 
leukopenia. In the majority of infections the 
products of disintegration of the leukocytes, 
the toxins themselves, or both, will produce 
a continued stimulation of the bone marrow, 
which will determine a pouring into the cir- 
culation of a large number of new cells, espe- 
cially young granulocytes. 

A good increase in the young forms in early 
disease means only that the organism is re- 
sponding adequately to an emergency. The 
presence of the young forms indicates that a 
reaction is taking place, but not the success 
of this reaction. The prognostic element is 
provided by the state of preservation of the 
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cells. Degenerative changes may be seen both 
in the cytoplasm and nuclear elements of the 
cells. 

Prognosis should not be based on a single 
determination of degenerate cells. In a day 
or two the number of degenerate cells may 
greatly diminish and the nuclear shift im- 
proves. 

In a slight infection, 5 to 10 percent of 
degenerate cells in the blood is a fair number; 
20 to 25 percent represents a severe infection; 
above 30 percent the prognosis should always 
be guarded; as a rule, with above 50 percent, 
the prognosis is poor. 

The ordinary stains do not show the young 
cell forms well. We have lately adopted a 
new modification of the Romanowsky stain, 
which combines the properties of the May- 
Gruenwald and the Giemsa stains in one so- 
lution, and allows easy, rapid, constant stain- 
ing of the smear, with excellent differentia- 
tion of nuclei and granules. 

Max M. Srrumia, M.D. 

Bryn Mawr, Pa. 


Pooled Convalescent Scarlet Fever 
Serum Treatment* 


ys report is based on a study of 122 pa- 

tients treated with pooled convalescent 
scarlet fever serum, in doses of from 20 to 
100 cc., for a large variety of severe strepto- 
coccic infections. 

We used pools of convalescent scarlet fever 
serum rather than serum from individual 
patients for the following practical and theo- 
retical reasons: It was practical because we 
always had it in stock. The theoretical reason 
was because it is known that, even though 
various strains of scarlet fever streptococci 
differ in many ways from one another, their 
resemblances are more marked than their 
differences. Because of this, we believed it 
probable that a pool of the serums from fif- 
teen to thirty patients would contain immune 
substances against enough separate strains of 
streptococci causing scarlet fever in a given 
year to have therapeutic value in most, if not 
all, of the cases in the same year. It seems to 
us that the same reasoning holds for using 
these pools of serum for treating patients with 
various infections caused by hemolytic strep- 
tococci which may be related to scarlet fever 
strains of streptococci. 

We have no definite information as to the 
manner in which the serum acts to overcome 
the infection. 

In evaluating pooled convalescent scarlet 
fever serum therapy of diverse progressive 
hemolytic streptococcus infections, which clin- 
ically are neither scarlet fever nor erysipelas, 
adequate consideration must be given to the 
type of case. It should be remembered that 
these 122 infections were severe or fulminat- 
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ing, usually having a grave prognosis. Sig- 
nificance can be attached to the definite im- 
provement and recovery observed in 55 per- 
cent of the patients and to a mortality rate 
for the entire group of only 19 percent. We 
believe, therefore, that this form of therapy 
should be given serious consideration. 

WILtiaM THALHIMER, M.D. 

and Smwney O. Levinson, M.D. 

Chicago, III. 


Large Quantities of Fluids 
Intravenously* 


O judge from many clinical reports, there 

is not always a thorough understanding of 
the physiologic process involved in the intro- 
duction of fluids into a vein. This article at- 
tempts to outline some of the underlying prin- 
ciples which should guide us in our choice 
of fluids and in their administration. With the 
increased advantages of the intravenous over 
the subcutaneous route, there is a distinct in- 
crease in the hazards, and a realization of this 
would seem obligatory for any doctor assum- 
ing the responsibility of giving fluids by vein. 

In reference to the disposition of fluids 
given intravenously, the main physico-chemi- 
cal principle governing it is that osmotic 
balance exists between blood and tissue fluids, 
and that the immediate disposition of any 
fluid given intravenously depends upon the 
concentration in that fluid of colloids and of 
electrolytes and other diffusible salts. 

Regarding fluids commonly used for intra- 
venous injection, we may give dextrose in- 
travenously as a food, as a means of deliver- 
ing water into the dehydrated organism, as a 
dehydrating agent, or as a means of tempo- 
rarily increasing blood volume. Which of 
these effects will be secured will depend on 
the manner in which the dextrose is given, 
including speed of injection, concentration, 
etc. 

Isotonic salt solution, given intravenously, 
passes into the tissues within a few minutes. 
Hypertonic salt solutions thus given draw 
fluid from tissue to blood temporarily, but salt 
concentration in blood and tissue is equalized 
in not more than three hours. Excess salt in 
tissue and blood requires dilution with more 
water for kidney elimination. 

Next to the administration of water by the 
alimentary tract, the most efficient method of 
combating simple dehydration is by a 5-per- 
cent solution of dextrose in water, given in- 
travenously. If chloride deficit is also present, 
isotonic sodium chloride solution may be more 
useful. Neither solution alone should be con- 
tinued indefinitely. 

Dextrose solutions alone are specific for 
ketogenic acidosis. Sodium chloride solutions 
alone are useful for mild nonketogenic aci- 
dosis and for alkalosis. For severe acidosis 
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in children, more elaborate alkaline solutions 
may be necessary. 

Regarding the relief of vomiting and in- 
testinal obstruction, sodium chloride solu- 
tions intravenously replace chloride deficit due 
to vomiting. Hypertonic solutions intraven- 
ously may check for a time the secretion of 
fluid into the intestinal tract, because of the 
hypertonicity of the blood thus resulting, but 
subsequent dilution of chlorides in blood and 
tissues with water may be necessary for renal 
excretion. 

The principles underlying the use of intra- 
venous fluid administration in pure shock and 
in hemorrhage are similar. The most impor- 
tant features of each are a reduction in circu- 
lating blood volume and a loss of plasma pro- 
teins. Blood transfusions or acacia solutions 
are the only means of restoring and sustaining 
blood volume with intravenous fluids in either 
pure shock or hemorrhagic shock. 

Considering some specific conditions, one of 
the most serious features of severe burns is 
the rapid onset of shock, and this is probably 
associated with the very large loss of body 
fluids. The loss of fluids during the first 
twenty-four hours in cases of burns is greater 
than is commonly realized; this fluid is largely 
blood plasma and, in case of shock, it should 
be replaced, at least in part, with blood or 
acacia solution, supplemented perhaps with 
isotonic sodium chloride solution. 

In the treatment of increased intracranial 
pressure, hypertonic salt solution, intraven- 
ously administered, is contraindicated, as it 
creates a potentiality toward edema. Hyper- 
tonic dextrose alone is likewise contraindi- 
cated, owing to the effect on cerebrospinal 
fluid pressure. Whether successful methods 
can be devised of combining hypertonic dex- 
trose solutions intravenously with hypertonic 
salt solutions given by the alimentary tract 
remains to be seen. 

Finally, dextrose intravenously is useful in 
the management of cases with hepatic de- 
ficiency, and in these cases insulin should be 
avoided, if there is no concomitant diabetes, 
because it decreases glycogen. 

C. R. JENsEN, M.D. 

Seattle, Wash. 


Streptococcic Hypertrophic 
Gingivitis* 
T= lesions of streptococcic hypertrophic 
gingivitis are marked by extensive hyper- 
trophy, and pure growth of streptococcus 
viridans may be obtained from them. This 


condition is often mistaken for Vincent’s 
angina, but fails to respond to the treatment 
usually advocated for this condition. In some 
instances, the gingivitis is made worse by 
those procedures usually advocated for the 
treatment of Vincent’s infection. 
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At first I used Mercurochrome, 2 percent, 
but later a 1:500 solution of Metaphen was 
used routinely, mainly as an irrigation. A 
saturated solution of copper sulphate was 
occasionally applied to the hypertrophic tis- 
sue. The salicylates and alkalis internally 
gave considerable relief from toxic mani- 
festations. The lesions healed completely in 
6 to 10 days. 

It is my opinion that this type of gingi- 
vitis is more common than would be in- 
dicated from the literature, in view of the 
fact that I found three cases within three 
months. The diagnosis was based on the 
history of an acute onset, with malaise, fever, 
etc., of an acute infection, the presence of 
streptococcus viridans, and the rapid re- 
sponse to general antiseptic medication. 

Treatment consists in the application of 
Metaphen, as mentioned above, and the 
elimination of all irritating factors, such as 
abscessed teeth, irritating crowns and other 
dental work, as indicated. Strong antiseptic 
or caustic medication seems to be definitely 
contraindicated, as the lesions often seem to 
become worse following their use. 

ArtHuR W. Woopsurne, M.D. 

Hastings, Mich. 

a 


Gold Salts in Diseases of the 
Uveal Tract* 


T= optimal time for commencement of 
treatment by gold salts, in cases of iritis, 
iridocyclitis and scleritis, is only after the 
subsidence of acute inflammation of the 
anterior segment of the globe. Before this 
stage, more effective remedies can be used. 
The patient’s general health should be im- 
proved by every possible means. Some 
patients improve under tuberculin therapy. 
Gold salts were not administered to these, 
but the patients selected for gold treat- 
ment included many in whom no active 
tuberculosis could be demonstrated. 

Gold-sodium thiosulphate is given  in- 
travenously, in courses of about 20 injec- 
tions, beginning with 10 milligrams per dose 
and increasing the amount slowly to a maxi- 
mum of 50 milligrams twice a week. The 
drug is discontinued temporarily on the 
slightest sign of intolerance, and when re- 
sumed, the dose should be half of that which 
produced the reaction. It is best to allow 
a rest period of two months after each course. 

Gold salts are poorly tolerated by debili- 
tated patients and those with advanced, 
active pulmonary tuberculosis. Patients with 
advanced hepatic or renal disease are also 
poor subjects for this type of therapy. The 
doses should be reduced to one-half for preg- 
nant women. 


The reaction may appear immediately, or 
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be noted a considerable time after injection. 
Subsequent treatment should be administered 
with caution, or treatment should cease en- 
tirely. 
Drs. W. L. BENEDICT 
and Paut A. O’LEary. 
Rochester, Minn. 
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Abstract Journals 


T HE established popularity of digests ‘and 
abstract magazines is a development in the 
publishing business in recent years. This is 
a manifestation of the quest for speed and an 
indication of superficiality in reading. Speed 
in reading is likely to be at the expense of 
thought. It is an escape from reading, by 
the short-cut method of synopsis, leaving out 
the brain work of following the technical de- 
tails and mental processes indicated in the 
original articles. 

Ever on the alert to capitalize a fad, enter- 
prising publishers have fostered the appetite 
of the public for speedy, short-cut methods 
of reading, until America has attained a seri- 
ous case of literary indigestion. This applies 
to physicians, for a more recent development 
in abstract publication is the medical abstract 
journals which are distributed free to the 
medical profession. These are supported en- 
tirely by advertising and, because of the large 
circulation, they are able to command high 
advertising rates. The articles abstracted are 
usually poorly-condensed rehashes from medi- 
cal journals which have not gone to the 
trouble to copyright their issues. 

The ethics of advertising and those of med- 
icine are at such variance, that such adver- 
tising media as these free abstract journals 
are quite obnoxious to the medical profession. 
We must depend upon advertising to support 
our ethical medical journals and it is our 
policy to seek ethical advertising and en- 
courage our paid subscribers to patronize our 
advertisers. As the medical profession is 
looked to to keep its own house in order, we 
suggest to the advertising profession that it 
take the matter in hand and deal with these 
unethical publications according to the rules 
of their profession. 

We suggest to physicians that their regular 
medical journals contain all the abstracts that 
are well for them to read. The careful read- 
ing of full medical articles, following the 
thread of logic of the authors through to the 
conclusions, is necessary to medical knowl- 
edge, while the reading of abstracts is the 
habit of a lazy mind—Jour. Kans. Med. Soc., 
Oct., 1935. 


ABSTRACTS Clin. Med. & Surg. 


Treatment of Milk Allergy and Its 
Basic Principles 


}.4 or allergy to milk 
is of more frequent occurrence than is 
generally realized, and not only causes mild 
symptoms but may even result in acute 
anaphylactic death. It occurs in adult life 
as well as in infancy and childhood. Its mani- 
festations are many and include conditions 
varying from the mildest to the most severe 
forms of gastro-intestinal disturbances, eczema, 
urticaria, asthma, mucous colitis, migraine, 
acne, marasmus and pylorospasm. 

The soluble whey proteins of raw cow’s 
milk, lactalbumin and lactoglobulin, are most 
often responsible for this condition; casein 
plays a negligible réle. The pathogenesis, 
which is accounted for on the basis of acqui- 
sition and not of inheritance, suggests pre- 
ventive measures. The treatment consists in 
the elimination of raw milk from the diet, re- 
placing it by denatured milk and the estab- 
lishment of tolerance by the slow and grad- 
ual introduction of raw milk.—Dr. Bret Rat- 
NER, of New York, in J. A. M. A., Sept. 21, 
1935. 


e—_——_——_- 


The Seminar 
(Continued from Page 613) 


be embarrassed at this innocent question, 
when other rather delicate questions had 
been answered frankly and unhesitatingly, I 
insisted that her father, a stern-looking man, 
leave the room on some pretext. Then the 
question was repeated and, after some hesita- 
tion, we elicited that, during the evening 
preceding the onset of the trouble, she had 
participated in a toboggan party. Her tobog- 
gan had overturned at some distance from the 
ground and she and two girl friends were 
thrown and rolled down the snow hill. The 
other girls, I was assured, were in perfect 
health. 


In view of the findings, I positively rejected 
the idea of performing a surgical operation 
and advised the physicians to institute an ex- 
pectant course of therapy. Two days later I 
received a letter from the attending physician 
advising me that my diagnosis had been 
verified. 


Requirements: (1) Why were the intestinal 
stoppage and tympanites rejected as indica- 
tions for laparotomy? (2) With the limited 
data at hand, what tentative diagnosis justi- 
fied the advice to pursue a conservative 
therapeutic course? 





DIAGNOSTIC POINTERS 
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Causes of Sudden Heart Failure 


T= conditions in the heart which may lead 
abruptly to incapacity or death are: 

1—Myocarditis following acute infections, 
in which dilatation of the heart may occur 
with less than usual exertion. 

2.—Vascular disease, with sclerosis involv- 
ing the coronary arteries and associated with 
substernal distress, pain in the arms, wrists, 
epigastrium, side of the neck or jaw, after 
exertion, and especially after a full meal or 
when walking in a cold wind or when emo- 
tionally disturbed. Any indication of angina 
is a warning of possible sudden death. 

3.—Defects of the heart valves of endocar- 
ditic origin or congenital defect may lead to 
sudden cardiac failure when the heart is 
under stress. 

4—An active bacterial endocarditis may 
lead to early cerebral embolism or splenic 
infarct or pulmonary infarct with pleuritis— 
Dr. W. E. Post, in Internat. J. M. & S., Nov., 
1932. 


———_——_-e—-——-—_-_—-"—- 


Headache 


HAVE seen instances of the most intense 

headache in the region of the eye, for 
which several oculists have given prescrip- 
tions for glasses without benefit, where the 
pain entirely ceased after the removal of an 
impacted or infected tooth. With inveterate, 
recurrent head pains, x-ray pictures should 
be taken of the whole face, to study, not only 
the teeth and the antrums, but the frontal 
sinuses—Dr. Otiver T. Ossorne, of New 
Haven, Conn., in M. J. & Record, Jan. 4, 1933. 


—— Se 


Urinary Test for Pregnancy 


A sour five days after the beginning of 
pregnancy there is a marked increase in 
the activity of the pituitary gland, and the 
excess secretion is excreted in the urine. 

To 10 cc. of the woman’s urine, add two 
drops of a 1:1,000 watery solution of meth- 
ylene blue. If the woman is pregnant, the 
mixture will turn green; if not, it will remain 
blue.—Dr. F. L. Jackson, West Brook, Me., 
in Med. World, Apr., 1935. 


[Too much reliance should not be placed 
upon this test at present. It might be well to 
try it carefully and report the results——Eb.] 


Uterine Bleeding after Trauma 


|) t=ane bleeding following trauma is ex- 
ceedingly rare, and should it occur, a 
biopsy (to rule out malignant disease) is in- 
dicated. 

Abortion following trauma is also very rare, 
and when it does occur, a study of the fetus 
and membranes will generally show some ab- 
normality in them.—Dr. Lucius E. Burcu, in 
South. M. J., Mar., 1935. 


e-_———_- 


Correlations of the Endocrines 


T= thyroid, adrenal cortex and gonads are 

undoubtedly regulated by the appropriate 
anterior pituitary hormones, and this list is 
probably not exhaustive. 

The thyroid and gonads and possibly other 
glands influence the structure and functions 
of the anterior pituitary, directly or indi- 
rectly. Primary gonadal dysfunction may in- 
fluence the thyroid through the anterior 
pituitary. 

The anterior pituitary responds to nervous 
stimuli arising from the genital regions, the 
breasts and elsewhere, but the pathways in- 
volved have not been traced. 

The discovery of the “anti-hormones” raises 
many new questions in the field of endocrine 
correlations—Dr. Davi L. THompson, Mon- 
treal, Can. 

eo 


Intestinal Cancer 

Coa of the gastro-intestinal tract some- 

times occurs in young adults (30 to 35 
years of age). The only danger signal is 
atypical and vague symptoms in the diges- 
tive tract; and the only way to make an early 
diagnosis, which is essential to cure, is to 
think of cancer in every unexplained case of 
gastro-intestinal discomfort and make ex- 
haustive and frequent examinations to de- 
termine its cause.—Dr. A. C. Fortney, Fargo, 
N. D., in Journ.-Lancet, June 15, 1935. 


eo—_—_ 


Weight and Resistance 


Oa young men have more phys- 
ical endurance, greater resistance to in- 
fectious diseases and are less likely to develop 
nervous or mental disorders than young men 
who are underweight—Dr. A. H. Treapcota 
Royal Air Force, England. 
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Any book reviewed in these columns will be procured for our 
readers if the order, addressed to CLINICAL MEDICINE AND 
SURGERY, Medical & Dental Arts Bldg., Waukegan, Ill., is accom- 
panied by a check for the published price of the book. 


We are born to know the world and to know ourselves, 
and the great books of truth 
us men.—BALTASAR GRACIAN. 


Burt: Mental Deficiency 


TH SUBNORMAL MIND. University of 
London Heath Clark Lectures, 1933, De- 
livered at The London School of Hygiene and 
Tropical Medicine. By Cyril Burt, M.A., D.Sc. 
(Oxon.), Professor of Psychology, University 
of London. Oxford University Press, London: 
Humphrey Milford. 1935. Price, $3. 75. 

The time has now come when psychology 
must play a larger part in the curriculum of 
the medical student and in the regular daily 
work, not merely of psychiatrists, but of every 
practicing clinician. This volume will help to 
make this practicable. 

As is right and necessary, Dr. Burt begins 
with a careful and detailed study of the nor- 
mal mind (which is far too little understood), 
constantly stressing the fact that the dividing 
line between the normal and the abnormal is 
not clear-cut and qualitative, but hazy and 
quantitative; and also defending the thesis 
that psychology is not a branch of physiology, 
but of biology. 

The importance and methods of correlation 
in psychic studies are discussed; the impor- 
tance of careful and complete family and 
personal histories is insisted upon; and the 
various “intelligence tests,” with their mean- 
ings and values, as well as the significance of 
the “I. Q.” (Intelligence Quotient) are gone 
into fully. 

On this enemas basis, the author proceeds 
to discuss mental deficiencies, distinguishing 
between those defects existing from birth or 
thereabouts (a-mentia), as opposed to those 
arising in later life (de-mentia) and including 
socalled moral defects, as well as defects in 
the reasoning faculty. In separate chapters 
he deals with the dull or backward and the 
delinquents. 

He then takes up the defects in tempera- 
ment (emotional states), and considers them 
under the heads of the asthenic neuroses 
(neurasthenia, anxiety-states, etc.) and the 
sthenic neuroses (conversion-hysteria, anger- 
neurosis, etc.), giving detailed criteria of diag- 
nosis and sound suggestions for treatment. 

An appendix gives details of certain intel- 
ligence tests and a very valuable questionnaire 
for eliciting neurotic symptoms. The index is 
not quite so complete as might be desired. 

Here is a book, written in a clear and direct 
style and as free from technicalities as may 


be, dealing with matters which should form 
a vital part of the background of the profes- 
sional thinking of every physician, but which 
are insufficiently familiar to most of them. 
There is scarcely a medical man whose clini- 
cal acuteness and success would not be im- 
proved by a careful study of this excellent 
work. Teachers of all degrees, lawyers, clergy- 
men and parents of the higher types will also 
find in it much material of high value and 
usefulness. 
- ———_—_—_ Ol 


Dunbar: Emotions and the Body 


MOTIONS AND BODILY CHANGES. 

A Survey of Literature on Psychosomatic 
Interrelationships. 1910-1933. By H. Flanders 
Dunbar, M.D., Ph.D., Departments of Medicine 
and Psychiatry, Columbia University.. Pub- 
lished for the Josiah Macy, Jr., Foundation. 
New York: Columbia University Press. 1935. 
Price, $5.00. 

Within the past generation it has come to 
be recognized, by all thoughtful men of 
science, that the emotions exert a profound 
influence, for good or ill, on the condition 
of the physical body. Moreover, the attempt 
to explain all emotions in terms of physiology, 
which was popular a decade ago, has now 
been abandoned by most open-minded stu- 
dents, and the newer psychologic approach 
bids fair to act as a corrective to mechanistic 
overspecialization. 

This volume represents an attempt to bring 
together in some perspective the research 
contributions from various quarters (such as 
biology, psychology including psychoanalysis, 
and clinical medicine) which have combined 
to develop the new concepts in medicine. 

In Part I the development of theory is 
emphasized; in Part II, clinical research and 
application; and in Part III deductions, in 
terms of therapy and research possibilities. 
(The much vexed question of the measure- 
ment of emotion is considered.) A great deal 
of source material is given, a considerable 
part of which is translation of material as yet 
unavailable in English, but the author has 
left the reader to draw his own conclusions 
from the immense amount of material pre- 
sented. 

The bibliography is astonishingly extensive 
and complete, containing 2,251 references; and 
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indexes of subjects and authors make the 
material readily available. 

The day is past when psychosomatic inter- 
relationships were looked upon as a border- 
line problem between the specialties. They 
are now recognized as the key to a new con- 
cept of all medical knowledge and practice, 
and it is more true than ever before that no 
man can be a truly successful physician, who 
is not a psychologist. 

This volume will be indispensable to all 
libraries of medicine and general science, as 
well as to all research workers in the fields 
covered, because it is the first really inclusive 
collection of the material now available. More- 
over, while it cannot be looked upon as a 
clinical manual, there is scarcely a practicing 
physician whose efficiency would not be in- 
creased by a study of it. 

—_———_o-——___— 


Reports On Edwenil 


HE OAKMONT PAPERS ON IMMU- 

NOLOGY. Edited by Laurence J. Munroe. 
Glendale: Pioneer Printing Co., Inc. 1935. 
Price, $1.00. 

In the spring of 1935, a group of more than 
100 physicians gathered at the Oakmont 
Country Club (whence the title), in Glendale, 
Calif., to listen to a program of reports on 
the clinical and experimental use of a poly- 
valent antibacterial agent (or what one 
might call a “universal vaccine”), known as 
Edwenil. This small but intensely interesting 
volume is a compilation of those reports. 

Among these ten papers, all of which 
should be of great practical value to any 
practicing physician, the most noteworthy, 
perhaps, are the “Observations on the Bac- 
tericidal Powers of Blood,” a detailed experi- 
mental study by H. W. Coddington, and Dr. 
R. C. Perkins’ report on the way in which 
Edwenil ameliorates the symptoms and blood 
findings in terminal pulmonary tuberculosis, 
by reducing the severity of the secondary 
infections which always accompany it. Re- 
ports on the use of this preparation in 
urology, in pediatric practice and in other 
conditions are also included. The book ought 
to be in the library of every clinician. 


eo 


Simmons: Laboratory Methods 


ABORATORY METHODS OF THE UNITED 

STATES ARMY. Edited by Major James 
Stevens Simmons, B.S., M.D., Ph.D. Fourth 
Edition. 1,091 Pages with 70 Engravings. 
— Lea & Febiger. 1935. Price, 
6.50. 


This is more than a work on laboratory 
methods and, while prepared as a guide for 
the hospitals and laboratories of the United 
States Army, it has no specific relation to 
military medicine and surgery, as such. Here 
we have a book prepared by specialists, giv- 
ing the best and latest methods of laboratory 
work for clinical and other needs. 

The book is divided into 49 chapters, 
grouped into 9 parts. The first deals with 
clinical pathology and includes chapters on 
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the urine, kidney function tests, hormonal 
tests for pregnancy, gastric and duodenal 
fluids, liver function tests, the feces, sputum, 
transudates and exudates, cerebrospinal fluid, 
the blood, the Wassermann and Kahn tests, 
with a specially interesting chapter on the 
human blood groups. Part II deals with 
chemical examinations and contains, in 9 
chapters, discussions on general chemical 
technic, hydrogen ion concentration, quanti- 
tative analysis of urine, blood chemistry, the 
analysis of milk, foods and wastes, as well 
as toxicologic methods. The following two 
parts deal with mycology and bacteriology, 
and are followed by a part of two chapters 
devoted to the Rickettsiae and filterable 
viruses. Protozoology, helminthology and 
entomology are the titles of three parts em- 
bracing 7 chapters. Part IX, headed “Path- 
ology,” deals with autopsy, museum speci- 
mens and microscopic tissue studies. Special 
veterinary laboratory methods are disposed 
of in two chapters, which contain much in- 
teresting material to every pathologist and 
bacteriologist. The final part deals with the 
proper methods of preparing statistics and 
their evaluation. This will prove of great 
interest and help to all interested in the 
preparation of statistical material, tables, cal- 
culations and the like, such as are now in 
vogue in most hospitals of a general char- 
acter. 

This authoritative work is presented in a 
format which leaves nothing to be desired. 
It is indispensable to every scientific labora- 
tory worker, but will prove of great interest 
also to diagnosticians. 


G.M.B. 


Thoms: History of Obstetrics 
and Gynecology 


C LASSICAL CONTRIBUTIONS TO OB- 
STETRICS AND GYNECOLOGY. By 
Herbert Thoms, M.D., Associate Professor of 
Obstetrics and Gynecology, Yale University. 
With a Foreword by Howard A. Kelly, Emeri- 
tus Professor of Gynecology, Johns Hopkins 
University. Springfield and Baltimore: 
Charles C. Thomas. 1935. Price, $4.00. 

Most physicians do not devote enough time 
to the study of the history of their profession, 
and thus deny themselves the education and 
inspiration which comes from a knowledge of 
the lives and work of the pioneers in the fields 
in which they are now working. 


Here is a brief history of obstetrics and 
gynecology, from Hippocrates, who lived and 
worked in the Fifth Century B.C., to Adolph 
Pinard, who passed away as recently as 1934, 
thrillingly told in the words of 59 of the men 
(including at least one woman) who made 
that history. The simple phrases in which, 
for example, Ephraim McDowell described 
his epoch-making first ovariotomy (in 1809), 
can scarcely be surpassed for dramatic power. 

This is not a ponderous and massive tome, 
through which one must laboriously work 
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one’s way, but a collection of short stories, 
most of which can be read in ten or fifteen 
leisure minutes of a busy day and which, 
along with the unusual illustrations, should 
prove, to any sincere physician, more fascinat- 
ing and absorbing than any tale of fiction 
could possibly be. 
eo" 


Piersol: Medical Progress 


ie EVIEW OF MEDICAL PROGRESS. 1935. By 
George Morris Piersol, B.S., M.D., Editor- 
in-Chief, and Edward L. Bortz, A.B., M.D., 
Assistant Editor. With 89 Illustrations. Phila- 
delphia: F. A. Davis Company. 1935. Price, 
$10.00. 

This volume represents a sincere and suc- 
cessful attempt to make a resumé of the 
year’s advances in medicine and surgery 
available, in compact and usable form, to 
physicians generally. 

The format and arrangement have been 
decidedly improved, over former editions, by 
adopting the sightly single-column page, and 
by arranging the material under the natural 
divisions of medical practice—medicine, surg- 
ery, gynecology, pediatrics, etc.—instead of 
the alphabetic arrangement, as in an en- 
cyclopedia. Thus all pertinent information 
is grouped together; and the ample index 
will make it easy to find any specific bit of 
information. 

Several new sections have been added— 
hematology, rheumatoid disorders, physical 
therapy, etc—and general clinical features 
are stressed throughout, therapeutic sugges- 
tions being emphasized by boldface type. 

This is a highly valuable book for any 
physician’s library—a supplement to his other 
textbooks, which will bring them up to date. 
The bookwork is unusually satisfactory. 

—_———o-———__——_ 


Imperatori and Burman: Diseases 


of the Nose and Throat 


ISEASES OF THE NOSE AND THROAT. 
For Practitioners and Students. By 
Charles J. Imperatori, M.D., F.A.C.S., Profes- 
sor of Clinical Otolaryngology, New York 
Post-Graduate Medical School, Columbia Uni- 
versity, New York, and Herman J. Burman, 
M.D., Instructor of Clinical Otolaryngology, 
Columbia University, New York. Philadel- 
ca J. B. Lippincott Company. 1935. Price, 

7.00. 

This new textbook of diseases of the nose 
and throat is essentially a presentation of 
the course given by the authors to the 
matriculates at the New York Post Graduate 
Medical School of Columbia University. It 
stresses diagnosis and treatment, but a pro- 
portionately large space is devoted to pathol- 
ogy, as the authors feel that it is essential 
to know the pathology of any disease in 
order to institute proper treatment. 

The authors have arranged their material 
somewhat differently from that in the ordi- 
nary textbook. Symptoms, diagnosis and 
treatment are considered first and the pathol- 
ogy and etiology of diseases are placed at 
the end of the chapters devoted to them. 
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Moreover, the most-commonly-met-with dis- 
eases are given comprehensive descriptions, 
with only a brief mention of the less frequent 
diseases. 

There are, altogether, 52 chapters; the main 
sections being devoted to examination of 
the patient, the nose, the septum, accessory 
sinuses, nasopharynx, pharynx and mouth, 
larynx, trachea and accessories, esophagus, 
peroral endoscopy, physical therapy (which 
the authors consider is becoming increas- 
ingly important) and allergy. The main 
object kept in view is what the practitioner 
wishes to know and ought to know. 

The text is deliberately written in an out- 
line form, which renders it particularly suit- 
able for clinical teachers. It is, therefore, 
a pedagogic rather than a descriptive treatise. 

The printing, bookwork and _ illustrations 
are excellent and there is an ample index. 

iain inning 


Hydrochloric Acid Therapy 


Ta YEARS OF HCL THERAPY. As 
Recorded in Articles Appearing in The Med- 
ical World. With Introduction by Henry 
Pleasants, Jr., A.B., M.D., F.A.C.P., Associate 
Editor. Philadelphia: W. Roy Huntsman, 1935. 
Price, $3.00. 

The men who have been promulgating the 
parenteral, oral and local use of hydrochloric 
acid in the treatment of infections, especially 
Ferguson and Guy, have had a good deal of 
trouble in getting their reports published in 
official medical journals, but some of the in- 
dependent periodicals, notably Cum. Mep. & 
Surc. and Medical World, and especially the 
latter, have given them their chance, even if 
their reports were not always especially 
“scientific.” , 

Medical World has had so many requests 
for reprints of the articles by Ferguson and 
Guy which they have published, that they 
have collected them all, along with a number 
of minor reports by various clinicians, in a 
little book of 160 pages, for which Dr. Henry 
Pleasants, Jr., has written a splendid intro- 
duction, summarizing the work that has been 
done and discussing its rationale. 

There is scarcely a physician in active 
clinical practice who could not add to his in- 
come and prestige by familiarizing himself 
with the uses of hydrochloric acid, and then 
using it. The bulk of the information he will 
need will be found in this book. 

_———-o——_—_—_—_ 


Knowles: Diseases of the Skin 


pyaaees OF THE SKIN. By Frank Crozer 
Knowles, M.D. 3rd Edition, Thoroughly 
Revised. Philadelphia: Lea & Febiger. 1935. 
Price, $6.50. 

The third edition of Knowles’ textbook of 
diseases of the skin represents a complete re- 
vision, and fully one-third of the contents is 
absolutely new. 

The importance of allergic reactions and of 
food as factors in skin eruptions receives full 
consideration. These changes necessitate the 
addition of fifty pages of new text. 

As a general criticism of this and similar 





Dec., 1935 


textbooks, it may be said that dermatology, 
as a branch of medical science, is still lack- 
ing in essential etiology; that is to say, no 
sharp distinction seems as yet possible be- 
tween some conditions in the skin which 
result from pathologic changes in this partic- 
ular tissue only and changes which are part 
of the manifestations of systemic disturb- 
ances. This gap in knowledge has its neces- 
sary reflex in therapy. 

The author is to be congratulated on his 
discussion of syphilis. 

The organization of the book includes an 
extensive opening section, covering the 
anatomy and physiology of the skin. The 
various diseases are then grouped under 
thirteen chief classes and are discussed 
systematically under the usual clinical as- 
pects. 

We consider that this is an excellent text- 
book for students and practitioners and that 
it fairly and succinctly presents the present- 
day aspects of dermatology. The bookwork 
leaves nothing to be desired. 
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Boyd: Pathology of Internal 


Diseases 


HE PATHOLOGY OF INTERNAL DIS- 

EASES. By William Boyd, M.D., M.R.C.P., 
etc. 2nd Edition, Thoroughly Revised. Phila- 
delphia: Lea & Febiger. 1935. Price, $10.00. 

In this second edition the aim of the 
author has been to develop the subject along 
clinical and physiologic lines and to add 
such new material as was necessary. Major 
alterations have been made in the sections 
on the anemias, diseases of the pituitary 
body, parathyroid tumors, amaurotic family 
idiocy, tumors of the pleura, status lym- 
phaticus, silicosis and asbestosis, cirrhosis of 
the liver, the bacteriology of influenza, 
agranulocytic angina, etioloy of peptic ulcer, 
bronchiectasis and jaundice. New illustra- 
tions have been added as needed. 

The book covers those diseases ordinarily 
found in the medical wards of teaching hos- 
pitals and is a textbook of internal medicine, 
based on the mechanism of disease. 


New Books Received 


The following books have been received in 
this office and will be reviewed in our 
pages as rapidly as possible. 


BREON’S REFERENCE TO MODERN 
MEDICATION. 14th Edition. Kansas City, 
Mo.: George A. Breon & Company, Inc. 1935. 

CONTROL OF CONCEPTION. An Illus- 
trated Medical Manual. By Robert Latou 
Dickinson and Louise Stevens Bryant. Balti- 
more: The Williams & Wilkins Company. 
1934, Price, $4.50. 

THE ARTS OF LEISURE. By Marjorie 
Barstow Greenbie. New York and London: 
McGraw-Hill Book Company, Inc. 1935. Price, 


$2.50. 

SURGERY: QUEEN OF THE ARTS. And 
Other papers and Addresses. By William D. 
Haggard, M.D., F.A.C.S., D.C.L. Philadelphia 
and London: W. B. Saunders Company. 1935. 
Price, $5.50. 

REGIONAL ANATOMY ADAPTED TO 
DISSECTION. By J. C. Hayner, B.S., M.D. 
Baltimore: William Wood & Company. 1935. 
Price, $6.00. 

THE PROBLEM OF MENTAL DISORDER. 
A Study Undertaken by The Committee on 
Psychiatric Investigations National Research 
Council. Members of the Committee, Madison 
Bentley, Chairman, and E. V. Cowdry. Ist 
Edition, 2nd Impression. New York and Lon- 
don: McGraw-Hill Book Company, Inc. 1934. 
Price, $4.00. 

PRESCRIPTION WRITING AND FORMU- 
LARY. The Art of Prescribing. By Charles 
Solomon, M.D. Philadelphia: J. B. Lippincott 
Company. 1935. Price, $4.00. 

INCOMPATIBILITY IN PRESCRIPTIONS. 
And How to Avoid it, with a Dictionary of 
Incompatibilities. By Thomas Stephenson, 
D.Sc., Ph.C., F.R.S.E., F.C.S. 4th Edition, Re- 
vised and Enlarged. Edinburgh, Scotland: 


The Prescriber Offices. 1935. Price, 6 shil- 
lings net. 

RUSSELL A. HIBBS PIONEER IN ORTHO- 
PEDIC SURGERY. 1869-1932. By George M. 
Goodwin. New York: Columbia University 
Press. 1935. Price, $2.00. 

BEHAVIOR DEVELOPMENT IN INFANTS. 
By Evelyn Dewey. Published for the Josiah 
Macy, Jr., Foundation. New York: Columbia 
University Press. 1935. Price, $3.50. 

A TREATISE ON MEDICAL JURISPRU- 
DENCE. By Benton S. Oppenheimer, LL.B., 
LL.M. Baltimore: William Wood & Company. 
1935. Price, $4.00. 

THE RISE OF MODERN PHYSICS. By 
Henry Crew. 2nd Edition. Baltimore: The 
ye & Wilkins Company. 1935. Price, 

MODERN TREATMENT IN GENERAL 
PRACTICE, Volume II. Edited by Cecil P. 
G. Wakeley, D.Sc., F.R.C.S., F.R.S.E. Balti- 
a William Wood & Company. 1935. Price, 

INJURY AND INCAPACITY. With Special 
Reference to Industrial Insurance. By H. 
Ernest Griffiths, M.S. (Lond.), F.R.C.S. Balti- 
more: William Wood & Company. 1935. Price, 


$5.00. 

THE OBSTETRIC PELVIS. By Herbert 
Thoms, M.D., F.A.C.S. Baltimore: The Wil- 
liams & Wilkins Company. 1935. Price, $2.50. 

ABC OF THE ENDOCRINES. By Jennie 
Gregory, M.S. Baltimore: The Williams & 
Wilkins Company. 1935. Price, $3.00. 

OBSTETRICAL PRACTICE. By Alfred C. 
Beck, M.D. Baltimore: The Williams & Wil- 
kins Company. 1935. Price, $7.00. 
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Passing of Dr. Sloan 


R. EDWARD PLUMMER SLOAN, of 

Bloomington, Ill, nationally known 
surgeon, especially in the field of goiter, 
passed to his rest Sept. 13, 1935, as a result 
of a heart attack. 

Dr. Sloan was born at Neosho, Mo., Feb. 
13, 1876, and was graduated from the Uni- 
versity Medical College of Kansas City, Mo., 
in 1898. After two years of graduate study 
in Berlin, Germany, he organized the Sloan 
Clinic in Bloomington, Ill., where he has 
worked ever since as a general surgeon, 
giving special attention to goiter. In 1923 he 
organized the American Association for the 
Study of Goiter, and was its first president. 
Throughout his career he was active in Or- 
ganized Medicine and held many important 
positions. 





Dr. Rommel Leaves Medical World 


D® JOHN C. ROMMEL, who has been 
editor of the Medical World for nearly 
25 years, has resigned his position with that 
magazine and plans to publish a medical 
journal of his own. His friends who may 





wish further information can reach him at 
4601 N. Broad St., Philadelphia, Pa. 
———_o—_—— 


Doctor Seeks Location 

\F any of our readers know of a town, in 

Missouri, Nebraska or Kansas, which needs 
a physician and where an industrious and 
capable man can earn a reasonable living, 
we shall be glad to have them tell us about 
it, giving the name and address of some per- 
son with whom the doctor can correspond 
for particulars, 





© Keystone View Co. 


Presidents of the College of 
Surgeons 


r*. DONALD C. BALFOUR, of Rochester, 
Minn., who was installed as president of 
the American College of Surgeons at its meet- 
ing in San Francisco late in October, is shown 
at the left, in the above picture, receiving the 
congratulations of his predecessor in the of- 
fice, Dr. Robert C. Greenough, of Boston. 
——————_—_—__ 
Coming Meetings 

T= following medical meetings of national 

importance are scheduled for December, 
1935. The secretaries, whose addresses are 
given, will be glad to send full particulars. 

American Association for the Study of 
Neoplastic Disease. Baltimore, Dec. 19 to 21. 
Dr. Eugene R. Whitmore, 2139 Wyoming Ave- 
nue, N. W., Washington, D. C. 

Southern Surgical Association. Hot Springs, 
Va., Dec. 10 to 12. Dr. E. W. A. Ochsner, 1430 
Tulane Ave., New Orleans, La. 

American Student Health Association. New 
York City, Dec. 27 and 28. Dr. Harold S. 
Diehl, Univ. of Minnesota Med. School, Min- 
neapolis. 
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amenorrhea, dysmenorrhea, menopausal 
disorders, and ovarian neurasthenia re- 
spond with amazing promptitude in most 
instances to a thyroid-pituitary-ovary com- 
bination known as 
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